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SUBJECTS DISCUSSED 
Hemangioma and Lymphangioma 
Premalignant and Malignant Skin Lesions 
Cancer of the Breast 
Thyroid Nodules 
Leukoplakia 
Post-operative X-ray Therapy in Lung Cancer 

Dr. Hawk: I don’t know whether you all 
know the function of the moderator of a panel. 
I recently heard that a moderator is supposed 
to be like a eunuch in a harem: he is supposed 
to be around all the time, but is not to take 
any active part in the proceedings. Now, I 
don’t want to be completely emasculated on 
this panel, and I will have to direct it to a 


certain extent, but as far as the “dropping of 
pearls” is concerned, we shall hope that they 
will be dropped by our panelists, and we are 
looking forward to this. 

You have all had distributed to you a proto- 
col giving briefly the histories on several pa- 
tients whom we will present to you. The first 
case is that of a Negro girl seen in the Cancer 
Clinic on October 26, 1955 at the age of six 
months with a history of the appearance of a 
small red lesion of the skin overlying the left 
mandible at the age of one month. This 
gradually increased in size. In the first slide 
(Fig. 1) we see the appearance of this lesion 











FIGURE 1 


at the time the child was originally seen in 
October 1955. I think we may have a great 
deal of difference of opinion as to how this 
child should have been treated, or whether 
the child should have received any treatment 
at all. Actually, this child was treated by 
sodium morrhuate injections on only four 
occasions. We will now bring in the child so 
that you can see the progress of the disease. | 
think you can see that this little child still has 
extensive swelling. Those members of the 
panel who would like, may examine her. The 
reddened element, I believe, has largely dis- 
appeared. 

Dr. Parker: Are there any lesions elsewhere 
on the body? 

Dr, Hawk: There are no other lesions. This 
is the only lesion. 

Now while the other members of the panel 
are examining this child, we will give briefly 
the history of a smaller lesion on a two months 
old Negro baby who is in Roper Hospital at 
the present time by virtue of having an in- 
carcerated inguinal hernia, and on whom the 
finding of a hemangioma of the cheek was 
somewhat incidental. 

I think that most of you can see that this 


child has a hemangiomatous lesion approxi- 
mately 4 x 2.5 cm. in size on the right cheek, 
going up into the lower lid on the right. 

We will use these two cases as a starting 
point for our discussion. I might remark that 
when I told Dr. Pettit that we were going to 
discuss hemangiomas today, he said, “Surely 
you don’t consider them as _pre-malignant 
lesions.” I replied, “Well, no; not until they’ve 
been given x-ray treatment.” 

Doctor Harrold, I wonder if you would 
start the discussion with your thoughts on the 
treatment of hemangiomas, both the smaller 
ones and the larger problems, such as our first 
patient. 

Dr. Harrold: Well I would begin by saying 
that Memorial Hospital started out initially as 
a hospital for radium and x-ray therapy, and 
everything was treated by radium and x-ray— 
no exceptions 
about hemangiomas. They were treated too. 
They were treated by radium plaques, radon 
seeds, radium needles, low voltage unfiltered, 
low voltage filtered, 250 KV, and so on. How- 
ever, I think very few of them had 250 KV. 
But this type of treatment often resulted, 
especially in children, in damage to the bone 





and there was no exception 
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structure of the face. Now right away it is 
only fair to say that some radiologists will say, 
“Oh, yes, but that was 20 or 30 years ago; we 
know what we are doing now.” Well, that may 
be true, but there is absolutely no question 
about the fact that irradiation, no matter how 
it is delivered, is not selective in cases like 
this, and there is going to be damage to nor- 
mal tissue as well as to the hemangioma tis- 
sues. Now, there is an article in The Journal 
of the American Medical Association this week 
by some very well-known dermatologists m 
New York who are still saying that the radium 
plaque is the treatment for it—gamma radia- 
tion. It is a curious thing, but this is the first 
time that I have noticed that this particular 
dermatologist is now putting into his papers 
some items on surgical treatment. And so I 
think that if Herman Talmadge can move 
Stone Mountain, maybe we can do something 
about treating hemangiomas in ways other 
than radiation. I see Harold Pettit over here 
is champing at the bit. I can afford to say these 
things, because Harold is a good friend of 
mine. I was just reminiscing a minute ago and 
at the risk of prolonging it a minute, I would 
just say that this is a pretty good story. Harold 
was a resident in radiation when I was at 
Roosevelt Hospital on the Surgical Service in 
1940, and one day we had a colored lady who 
was brought in for routine x-rays or something, 
and she had a metallic object in her stomach. 
Harold Pettit saw it and said, “This lady has 
twenty-five cents in her stomach; she has two 
dimes and a nickel.” And so we said, “Well, 
she’s neurotic and she knows she has some- 
thing in there, let’s take it out.” So we put her 
to sleep and opened the stomach and we got 
out two dimes. We called Harold, he came up, 
and we ribbed him: “All right, now we've got 
this stomach open and you said there is a 
quarter in there, and we've only got twenty 
cents.” He said, “Well, you tightwad, look up 
there in the fundus, you'll find the nickel.” 
And there it was. 

But to get back to the specific—Dr. Hawk 
has presented a very pertinent problem be- 
cause he has presented the very worst kind 
of hemangioma that you can get in a child. 
Now, many of the hemangiomas that you get 
and some of the lymphangiomas too, can be 
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treated and treated very adequately, with 
CO. or with sodium morrhuate or some other 
sclerosing solution. But it is my opinion that a 
lesion such as this is not going to respond to 
further sclerosing injections. As a matter of 
fact, if you compare the patient now with 
what Dr. Hawk showed. initially, the thing 
looks bigger to me. Now I don’t think this is 
terribly significant, because I think the child’s 
bone, clinically, still looks as if it is normal, I 
think that you could give a lot of treatment to 
the hemangioma element, but I think that you 
will be faced sooner or later with doing sur- 
gery on this. 

I have another good friend who practices in 
Albany, New York, who maintains that this 
type of lesions is no problem at all. He says 
that this whole thing is fed by one vessel, and 
he recently made some of his old friends just 
a little bit sore at him. We had a case very 
similiar to this that I had treated by injection. 
As a matter of fact, I injected it just once and 
the child immediately had a reaction to the 
injection. The lesion extended down into the 
neck just as this one does (and very often they 
also go down into the thorax), and what hap- 
pened in this particular case was that the 
child had respiratory obstruction and a 
tracheotomy had to be done. The child, being 
only about six months of age, ended up stay- 
ing in the hospital for about six months, need- 
ing constant nursing care for the tracheotomy, 
since we were unable to get the tube out. 
Now as for my friend who says this is all fed 
by one vessel, the thing that got us a little bit 
sore at him was that when he saw the case he 
said, “What’s the matter Charlie, have you 
fellows lost your nerve? All you've got to do is 
ligate the posterior branch of the posterior 
auricular artery and this will all collapse.” 
Well, that is obviously silly to anyone who 
has ever operated on these things. You've got 
to be extremely careful, you have to have con- 
trol of the whole thing, and it is not fed by just 
one vessel; in my experience, there are many. 
But if you can stay out of it and get a complete 
excision, I think this type of thing can be 
handled. But personally, I would be in favor 
of delaying that surgery until the child’s 
trachea is a little larger and you can be cer- 
tain that you can get the tracheotomy tube 
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out. 

Dr. Hawk: Thank you very much, Dr. 
Harrold. I am very glad to learn that at least 
at one time in the past, one could have an 
exploratory gastrotomy for twenty-five cents! 
That is a little bit low, even for Charleston. 

I think we ought to let Dr. Pettit speak on 
radiation therapy at this time. 

Dr. Pettit: These two examples you have 
seen today, Dr. Harrold is welcome to. I don’t 
think radiation therapy has anything to offer 
them. If you did try to treat them, you would 
have to give them very large doses and you 
would damage underlying structures. You 
would be doing the child more harm than 
good. Some smaller hemangiomas can be 
treated very nicely with x-ray, not with un- 
filtered radiation, though. If the hemangioma 
is so small and so thin that it doesn’t need a 
filtered beam, it doesn’t need treatment. The 
patients that we see with hemangiomas we 
feel are lucky because we don’t give them any 
treatment at all in most cases. We spend about 
half an hour talking to parents and convincing 
them that the child will probably be all right. 
But we do ask them to keep coming and let 
us watch the child, and if the hemangioma 
begins heading for a spot where it would be 
unwieldy or cause some damage, or if it looks 
as though it is going to grow so fast that it 
might get out of bounds, then we will give it 
some treatment. We try to hold that down to 
200 or 300 r. and make just one treatment. 
You have to be patient with these lesions, and 
most times, you don’t know whether radiation 
treatment is what helps, or whether there is 
an obliterative arteritis going on anyway. But 
the least treatment is the best treatment, in 
the usual case of hemangioma. The strawberry 
hemangioma is the most common, and is easy 
to handle. Obviously, these two cases are not 
in that category, though. 

Dr. Scarborough: I wonder if Dr. Murphy 
would agree with our pediatricians. They say 
that hemangiomas all get well anyhow, in 
Atlanta. I wonder if she would like to talk 
about that. 

Dr. Hawk: Dr. Murphy, do you want to 
answer that? 

Dr. Murphy: We certainly hope that they 
do. Usually I send a patient like this to Dr. 


Harrold and his colleagues and ask for their 
opinion. If I agree, then I go along with the 
treatment. I just saw an infant of this age who 
had a large hemangioma of the leg. It was 
actually bigger than the baby. This child also 
presented an additional complication that we 
sometimes see with very large hemangiomas, 
namely, a bleeding tendency. It was recom- 
mended (not by Dr. Harrold but by some 
other surgeons), that this baby have an 
amputation of the leg, because of his hemor- 
rhagic tendency. We did not agree with this, 
and we watched the baby for about three 
years. The hemangioma began to subside after 
several months, and now it has practically dis- 
appeared, I think we always hope that they 
will go away, but in the older child I doubt 
if this is going to happen. 

Dr. Hawk: Would any other members of 
the panel like to speak on the subject? 

Dr. Scarborough: Dr. Pettit said something 
that | think is important. If you can get these 
things just to begin sclerosing some way or 
another, they seem to carry the process on. 
I have through this treatment of 
hemangiomas and in spite of what you have 
said about radiation, I think in a desperate 
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situation such as we have presented in this 
first little colored child, there is a place for 
very weak radon seeds. I know Dr. Harrold 
won't agree with this at all. But I have used 
them and I have seen lesions change. I cer- 
tainly agree with his watching the thing and 
not doing anything to it now. I agree with 
him in that it is a combined hemangioma and 
lymphangioma and he knows and | know, 
and I think we ought to say this, that babies 
with lymphangiomas may die when you 
operate on them, for some curious reason 
other than just interference with their breath- 
ing. I mean, you can have a good tracheotomy, 
and yet for some reason or other they die. You 
want to avoid operating on lymphangiomas 
and cystic hygromas if you can keep from it 
because the mortality rate is so high. So I be- 
lieve if I had watched this enough and treated 
the mother as you said, and that is who really 
has to be treated, I might use gold (radon) 
seeds—a few gold seeds at the periphery of 
this thing in the order of 2/10 of a millicurie 
or something like that in this patient. I have 
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not seen fistulae develop. The vascular people 
seem to be scared to death about the develop- 
ment of A-V fistulae in them, and it is a rare 
sort of thing. I can remember one that had one 
in the cheek—a sort of cirsoid aneurysm. But 
I have only seen one child—a lawyer’s child 
—who had that complication. 

Dr. Hawk: I don’t want to leave an inter- 
esting subject hanging in the air but I think 
it has been covered very fully and we will pass 
on to the next patient, a 68 year old white 
man who was seen initially in our clinic on 
June 27, 1955 with a history of skin lesions 
since 1926. He always had a very sensitive 
skin with poor tolerance to sunlight. He had 
had various forms of treatment with very 
satisfactory control of most of his lesions over 
that period. Three months before his initial 
visit he noted bleeding from the left side of 
the skin of his nose and had a progressively 
increasing ulcerative lesion. The condition of 
his face is shown in the next slide. You see 





wr 





FIGURE 3 


that there was considerable scarring and 
atrophy of his skin and some areas of crusting. 
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There was likewise a deep ulcer over the left 
side of his nose, 2.2 cm. in diameter. He also 
had an 8 mm. lesion of the right cheek, crust- 
ing of the left cheek, and a small lesion of the 
right nasal ala. X-rays showed that there was 
some destruction of the bone underlying the 
lesion of his nose. On July 26, 1955, he had 
excision of the lesion of his nose, including 
cartilage and bone, and extending full thick- 
ness into the nasal passage. He also had ex- 
cision of the lesions of the cheek and of the 
right nasal ala. The pathologic diagnoses were: 
Basal cell carcinoma of the upper nose; kera- 
tosis senilis of the right cheek; epidermoid 
carcinoma of the left cheek and right nasal 
ala. This man did not have any good local 
tissue, that is, from his forehead, or his cheek 
or anywhere—even his neck— to move up for 
plastic reconstruction, so thus far he has had 
simply the use of a plastic prosthesis. We have 
watched him, and have advised him to keep 
his face greased. You can see his condition at 
present. 

His appearance is demonstrated in Figure 
3, with and without his prosthesis. 





FIGURE 4 
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I think this presents a very common prob- 
lem, particularly in the South, where there is 
a good deal of exposure to sunlight. You can 
see that he has a prosthesis which he can 
take off, if you like. I might say that this 
prosthesis was made in our own department, 
connected with the Division of Plastic Surgery. 

This case will serve as a starting point for 
the discussion of premalignant and malignant 
skin lesions which we see very commonly in 
this locality. I think we should get a basis for 
discussion by asking Dr. Cuttino to give us a 
brief exposition of the pathologic changes 
which one is likely to see in these patients 
with skin lesions which progress from what 
might be called keratotic lesions on to and 
through carcinoma. Dr. Cuttino, would you 
like to accept that challenge? 

Dr. Cuttino: I don’t know exactly what you 
would have me discuss. The field of epithelio- 
mata and dermal appendage tumors is too 
extensive to summarize here. If I interpret 
your question correctly, you restrict our at- 
tention to the gradations between a senile 
keratosis and uncontested squamous cell car- 
cinoma, and what criteria cause us to render 
a diagnosis of carcinoma. 

If one accepts the dictum that a lesion is 
considered precancerous when 20% of them 
progress into malignancy, then senile keratosis 
qualifies. There are varying stages of epi- 
thelial changes. The minimal changes qualify- 
ing a lesion as senile keratosis are pronounced 
hyperkeratosis, thickened and dis- 
ordered rete pegs with some atypicalities, and 
lymphocytic infiltration into the corium. 

Other lesions having these characteristics 
show greater waviness of epithelium, greater 
cytologic atypicalities, more mitotic figures 
with variation of size, shape, and staining 
characteristics. These changes qualify them as 
Bowenoid. 

Still greater changes and occurrence of in- 
vasive qualities of epithelial columns are to 
be considered carcinoma. 

Where is the dividing line? Further, when 
you remove one lesion with a definite histo- 
logic picture, are we justified in assuming that 
other lesions have the same picture or that 
subsequent alterations can be associated? 
Here a philosophic view must be invoked. 
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Granting that the assumption is correct that 
these lesions are related and are gradations 
of the same lesion, the point of general inter- 
est is when should they be regarded as malig- 
nant? 

For my own view the essential criterion is 
invasiveness or potentiality for metastasis. If 
one can see feathering of the columns of epi- 
thelium with squamous maturation of epi- 
thelial cells in juxtaposition to the corium and 
loss of the protein condensation called the 
basement membrane, one might assume that 
the lesion is potentially invasive, since the 
cells may grow into lymphatic spaces and 
small blood vessels and away it goes. 

Dr. Hawk: I think that all members of the 
panel have had some experience with treat- 
ment of this type of lesion. I wonder which 
member of the panel would like to open the 
discussion on it? 

Dr. Miller: Anatomically we are divided at 
Memorial—we treat the lesions below the 
clavicles and Dr. Harrold treats them above 
the clavicles, so therefore, he sees more of 
these problems than we do. We see the types 
that occur in the arsenical keratoses and those 
due to contact toxins, but this solar type, | 
think, is more down Dr. Harrold’s alley. | 
would like to hear how he would manage this 
fellow. I don’t see much to do other than to 
skin his face and graft him. 

Dr. Harrold: 1 might say that unless they all 
wear gloves in New York, some of them do get 
these things on the hands, too. They don’t see 
the sun enough up there to get it on the face. 
Well, the problem is essentially that of a man 
with multiple basal cell lesions and some 
others which are epidermoid, a man of 68 
years and who is a nice old person and is 
going to be in the sun some more—and can't 
help it; you can’t stay in a dark room all your 
life. Now, the question number one, as you put 
it, you want to know when and if I would con- 
sider any reconstruction of this man? The 
answer to that is, I think, very easy: No, I 
would not, because I think that this man’s 
cancer is never going to be controlled. I don’t 
want to be pessimistic, but I think you've just 
got to face it. I think this is a situation in 
which it is not just treatment of the cancer— 
it is treating this man and I would do just as 
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you are doing, keep him under close observa- 
tion, and when one turns up I would take it 
out. It is very close already to his left orbit 
and it is just a question of holding things off 
and hoping that you can put off surgery until 
maybe he gets a heat stroke or something like 
that. I'll just say one other thing—that once 
you've got basal cell cancer that has invaded 
the nasal cavity and has gone into the mucosa 
it becomes what so many of my associates 
call “cancer on the march.” I would under no 
circumstances be in favor of any plastic fore- 
head flap or anything of that nature that 
would close this area and keep it from your 
vision. I think the ideal treatment is what you 
have done plus the plastic prosthesis. I think 
this is a made-to-order case. 

Dr. Hawk: Dr. Pettit, would you like to 
speak of the radiation therapy of these skin 
lesions, not particularly in this case but in the 
early skin lesions of this type? 

Dr. Pettit: You would go to any length to 
find something that is better treated by sur- 
gery. Giving radiation therapy to a skin like 
this is letting yourself in for an awful lot of 
trouble; you will clear up one area and the 
thing will look fine for six months, a year or 
so, and then you will find that you are treat- 
ing another area bordering it or overlapping 
it, and pretty soon you overlap fields that have 
had heavy radiation therapy, and then you 
have to go looking for somebody to take care 
of the slough. I am always worried too about 
inducing carcinomatous changes in a skin that 
at the 
margins of the treated areas where the low 
doses of x-ray are acting just as the sun’s rays 
have. That is one of the reasons why we in- 
variably end up with a carcinoma that can not 
be adequately treated without overlapping a 
previously irradiated area. 

Dr. Hawk: Dr. Scarborough, would you like 
to say anything in regard to excisional surgical 
treatment versus electrocoagulation, etc. 

Dr. Scarborough: I agree essentially with 
Dr. Harrold. I think, given a patient with a 
skin of this type, I am perfectly willing to let 
him go along with a few basal cells on the 
skin of his face, and the very, very small ones 
I think you could coagulate and you could 
kill them if it is done thoroughly and com- 





is already prone to develop carcinoma 
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pletely. I would certainly try to avoid irradia- 
tion whenever I possibly could in this fellow’s 
situation, and treat it mostly with a wide- 
brimmed hat. Now this man, though, this 
particular individual, has complications, that 
is, he has bone involvement and cartilage in- 
volvement and mucous membrane _ involve- 
ment, I suppose, through and through. I don't 
know any other way after he got that; he had 
to have this procedure. But I think we can 
make a mistake over-operating on these 
people. If he has a big basal cell cancer on the 
skin of his nose and even with some small 
ones within 2 or 3 cm. of it, we have taken 
them out and taken just a freehanded cut 
graft and put over the area, and I think that 
is the simplest thing one can do. I agree with 
Dr. Harrold that this one should not be closed 
except that I would ask Dr. Harrold: If this 
man insisted on having something more than 
that very excellent prosthesis, how long would 
you wait before you would let him have it? 
Or maybe if I ask that another way—would 
you be willing to let him try to have a flap— 
and that can be done in this man pretty 
satisfactorily, I think—after he had gone for 
a year without evidence of further disease? 

Dr. Harrold: 1 can remember trying to trap 
one of my friends with a situation like that, 
and his reply was, “Yes, but every year I would 
reconsider this.” 

Dr. Scarborough: I wasn’t trying to trap 
you—I just mean that we do the same thing. 
But after the patient has gone a year, if he 
has no evidence of disease—and we give him 
at least a year, because at least 75 per cent of 
these basal cells will recur in six months but 
another 25 per cent may even take more than 
a year, so we say if they have gone a year— 
then we might go ahead and try it. 

Dr. Harrold: In all seriousness, I think Dr. 
Scarborough has a point. If this were a man, 
say thirty years old, I would treat this situa- 
tion with a lot more thought as to how and 
when I would try to have some reconstruction 
done. But on the other hand, as I understand, 
this one that you took out invading the bone 
was epidermoid, wasn’t it? 

Dr. Hawk: No, the one that was invading 
the bone was basal cell. 

Dr. Harrold: Well, it doesn’t really matter. 
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I mean, I would still be extremely reluctant 
in a situation of this type with basal cell can- 
cer invading bone, and with the type of ex- 
cision that has been done, I would be ex- 
tremely reluctant to advise a reconstruction 
after a year. I might after eighteen months, 
but I think this patient has been treated just 
right, for him. But if in a younger man you 
had this type of situation I would be extremely 
wary about having the disease under control. 
After all, I think you feel that way too. 

Dr. Hawk: Are there any questions from the 
floor anyone would like to ask on this very 
difficult subject? If not, we will leave this 
problem and go on to a little more complicated 
one. The next patient, a 62 year old Negro 
woman, was seen in the Cancer Clinic just 
three days ago with a breast mass of five or 
six months’ duration. She gave a history of 
feeling “shooting pains” in the breast for three 
or four weeks. There was no history of breast 
trauma or previous breast disease. She had 
noted herself the presence of axillary nodes 
for about two weeks. She was found to have 
a thyroid mass, and on direct questioning, she 
admitted that she had had it for many years 
—she didn’t know exactly how long. We will 
bring her in. We have spoken to her and I 
think she will not object to our visualizing this 
rather advanced carcinoma of the breast. Also, 
we will be able to see the thyroid nodule, 
which is just to the right of the midline and 
is about 3 cm. in diameter. 

I think you can easily see that she has ad- 
vanced carcinoma of the right breast, chiefly 
underneath the right nipple, with skin fixation 
and some fixation to the areola. There is a 
chain of lymph nodes extending into the right 
axilla, with the largest node 2 cm. in diameter. 
The thyroid nodule is freely movable. She has 
no supraclavicular or cervical adenopathy and 
no nodes in the opposite axilla. There are no 
evidences of distant metastases; aspiration 
biopsy of the breast mass showed carcinoma. 

We actually initially intended to present 
this patient chiefly from the standpoint of a 
solitary thyroid nodule which I think is a very 
difficult problem and one which can lead to 
all sorts of discussion, but we will open dis- 
cussion first with a brief consideration of the 
treatment of her breast lesion. Dr. Urban? 





Dr. Urban: As far as the local clinical find- 
ings are concerned, I believe it is operable. I 
assume all the x-ray surveys, chemistries, etc., 
are all negative. 

Dr. Hawk: They have not been completed, 
but I think we will just work on that assump- 
tion. 

Dr. Urban: Well, if she had only the breast 
lesion, I think we would probably treat her 
with a_ straight radical mastectomy. Her 
lesion is not fixed to the muscle; it is not freely 
movable, but it is movable on the chest wall. 
The axillary nodes are freely movable, even 
though they are large. I personally would do 
a straight radical on this patient and probably 
supplement with x-ray therapy. About the 
thyroid situation—I think it would be inter- 
esting to do an aspiration biopsy on that and 
see what I found. If it were benign, I would 
pay no attention to it, treat the breast and 
then worry later about the thyroid. It is con- 
ceivable but it is very unlikely that the thy- 
roid nodule has anything to do with the 
breast lesion, especially if she really has had 
it for a long time. Her opposite axilla is free, 
and I couldn’t feel anything in the base of the 
neck. She has some ulceration there on the 
breast, but I wouldn't consider that a contra- 
indication. 

Doctor Hawk: I think there are many 
clinics—we could name one or two—in which 
this would be classified as an inoperable lesion 
on the basis of the local extent of the disease 
and the degree of axillary involvement. How- 
ever, I think most of us can agree with what 
you have mentioned. Doctor Parker, would 
you like to make a comment? We haven't 
heard from you this afternoon. 

Dr. Parker: Of course, you haven't pre- 
sented the problem in which I am most inter- 
ested, but I would like to make a comment 
here. Doctor Miller’s statement about the 
clavicle as the dividing line reminds me of the 
story about the Naval officer who had the 
caduceus on his uniform and all the other 
insignia. He was getting sick and tired of 
being questioned about his brass buttons and 
blue coat. So, one day a woman asked him 
what he was in the Navy, and he said he was 
a commander. She said, “Well, what sort of 
work do you do?” and he said he was a doctor. 
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She said, “Well what kind of a doctor are 
you?” and he said he was a surgeon. She said, 
“Well, what kind of a surgeon are you?” and 
he said, “I am just a naval surgeon.” She said, 
“My, how you doctors do specialize!!” 

I agree with Dr. Urban’s saying that she un- 
questionably has an operable carcinoma. He 
made a most impressive statement this morn- 
ing, to me, and that was in regard to the 
question of giving the patient the benefit of 
the doubt. I think unquestionably this woman 
should have radical mastectomy as the pri- 
mary treatment for the carcinoma of the 
breast, and I agree with aspiration biopsy of 
the thyroid. If it was benign, I would certainly 
wait and see the outcome on the breast before 
considering further treatment, in view of the 
apparently long presence of the thyroid 
nodule. 

Dr. Hawk: Well, it appears that most of the 
panel are agreed that this woman should have 
a radical mastectomy. Is there anyone who 
disagrees with that? Then, we will proceed. 
I think we could get into quite a discussion 
as to whether she should have postoperative 
x-ray therapy. Dr. Urban, would you like to 
give your philosophy in regard to postopera- 
tive x-ray therapy? 

Dr. Urban: I think that is a good term, phil- 
osophy, because it is all individual, really. We 
really don’t know enough about it to resort to 
x-ray therapy following surgery for breast can- 
cer. If this patient were, say 45 or 50 years old, 
we probably would do an internal mammary 
resection on her as well. At her present age, 
with rather bulky disease, I think I would 
settle for a straight radical, followed by x-ray 
therapy, if we found positive nodes in the 
axilla, which I am quite sure we will. I per- 
sonally don’t treat the chest wall at all, as a 
rule. In this patient, with the lesion rather ad- 
herent to the underlying soft parts, even 
though it is fairly movable on the bone, I be- 
lieve one would be justified in treatment of 
the chest wall underlying the lesion directly. 
And I would treat the axillary and internal 
mammary areas with a sort of hockey stick 
field, covering the apex of the axilla, the base 
of the neck, and the internal mammary area. 
I would treat it anteriorly as well as posterior- 
ly across the shoulder, and use about 3000 r at 
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each port. That is what we would use as a 
routine and with that routine and radical 
mastectomy, I think her local recurrence 
would rate with the internal mammary re- 
section, which has been under 3%. I don’t 
think as a rule you have to treat the chest wall 
itself, and we aim our x-ray therapy toward 
the node-bearing areas primarily. 

Dr. Hawk: Doctor Pettit, would you like to 
speak on postoperative x-ray therapy before 
we get off on the thyroid? 

Dr. Pettit: Around here, you can’t treat the 
chest wall any more after a radical mastec- 
tomy. You have a little tiny piece of parch- 
ment between you and the lung. And so we 
have quit trying to treat the chest wall. We 
use that hockey stick method—first time I 
have heard that term—but that is exactly what 
we do. We treat the axilla, supraclavicular 
region over to the midline and then treat the 
mediastinal area. We have been treating both 
internal mammary chains. Is that what you 
advocate, Dr. Urban? 

Dr. Urban: Actually, our port usually goes 
from one costochondral junction on the oper- 
ated side to the opposite side of the sternum. 
Sometimes it will cover the other side. There 
is very little information about involvement 
of the opposite chain in early cases. Wangen- 
steen used to take both chains out when he 
did a super-radical, and he didn’t find a single 
metastasis on the other side in his first 50 
cases, so I think that as a practical measure 
the cross spread doesn’t often occur. If you 
were to investigate autopsy material you 
would probably find a lot there, but you 
would find it everywhere else, and it doesn’t 
mean very much as far as definitive treatment 
in the early stages. But I don’t think you 
would do any harm, and it might benefit to 
include it. I would not object to it, certainly. 

(Radical mastectomy was performed on 
this patient on November 11, 1957. Lymph 
node metastases were demonstrated at all 
levels of the axilla. She was given post- 
operative x-ray therapy from December 3, 
1957 to December 31, 1957. No treatment has 
been given to the thyroid. She was doing well 
when seen for follow-up examination on Janu- 
ary 31, 1958). 

Dr. Hawk: We have here another thyroid 
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nodule which poses a problem. This 56 year 
old white woman, Para VII, was seen initially 
on August 8, primarily in regard to a lesion of 
the right cheek which was excised and proved 
to be an epidermoid carcinoma. She has a 
3x4 cm. nodule in the lower pole of the right 
lobe of the thyroid, which is freely movable. 
She says it has been present since she was 
fifteen. She, perhaps rightly, was not inter- 
ested in having us do anything with her thy- 
roid. She came to us because of the lesion of 
the skin and she is very happy with the treat- 
ment that we carried out. 

Dr. Harrold, would you like now to open 
discussion on thyroid nodules? And I would 
like you to comment also on thyroid nodules 
of the younger age group. 

Dr. Harrold: How long do you want to take 
on this? 

Dr. Hawk: 
three minutes. 

Dr. Harrold: 1 feel toward a thyroid nodule 
as someone has said about sin—I’m against it. 
In regard to the first patient with the cancer of 
the breast and the thyroid nodule, I don't 
think that there is much point in going into 
further discussion about that. I don’t think 
anyone here would be willing to take a strong 
stand about doing a thyroidectomy on that 
lady. Her breast cancer is far and above the 
most important. The thyroid nodule certainly 
clinically is benign and the worst you could 
expect, or that I would expect, on the first pa- 
tient would be a papillary cancer, and at her 
age of 68, even if she had it, I might not treat 
it anyway. So I would just reserve it. 

Now there was a question brought up about 
aspiration biopsy. Aspiration biopsy for can- 
cer of the thyroid is by far the least reliable 
use of aspiration. It is quite difficult and the 
way we look on aspiration of thyroid cancer 
is that if we have a positive, all right, but if 
we have a negative, we don't necessarily be- 
lieve it. Besides, we have the feeling that if 
you are going to operate on a thyroid nodule, 
you are better off to do a lobectomy and have 
a frozen section. Now the pathologists don’t 
always like that, but we finally have worked 
out something of a compromise so that we 
understand their problem, and they under- 
stand ours, and it is like the old Negro says, 
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“We just does the best we can”. We think the 
frozen section is more reliable. 

Now, about this second patient, this is still 
a free country and she is entitled to do what- 
ever she wants to do, but I certainly would 
put it up to her. The way I would try to 
analyze this, 'd say, “You do have a lump in 
your thyroid gland and I don’t care how long 
you've had it, you can have it twenty years as 
far as I’m concerned, or 30 years, but you’ve 
got a lump there, and it wasn’t always the size 
it is now. It must have been smaller at some 
time. I think you ought to have it removed.” 
She might object a little, and then Id say, 
“Well, this is the situation: the risk of doing a 
thyroid operation on you is probably ap- 
proaching zero, whereas I feel that there is 
enough risk in observing you so that it is 
many, many times the risk of the operation.” 
If you present it in that light—well, I rarely 
have any trouble when I take that attitude 
with a lesion of this type. I think if you feel in 
your own mind that it ought to be done you 
never have any trouble persuading somebody 
to have surgery. This, to me, is a very promi- 
nent type of a nodule in perhaps a multi- 
nodular goiter. There is no question in my 
mind; I would recommend that it be re- 
moved. I think the chances that it would be 
malignant are certainly not greater than 10%. 
As a matter of fact I would be surprised if it 
was malignant. On the other hand, I some- 
times feel that I am doing unnecessary surgery, 
and just about the time that I get that attitude, 
why I get fooled by a benign-feeling nodule, 
and it is cancer. Another thing is that, as Dr. 
Foote, one of the pathologists at our institution 
has told me, our percentage of positive frozen 
sections on thyroid cancer is far higher than 
the number of positive cancers that come from 
local excisions on the breast, which. really 
makes me feel good. Every time I think that, 
well, maybe I am overdoing things in doing 
this type of thyroid work, why Frank Foote 
comes along and says, “You fellows are not 
taking out enough.” So I am in favor of a 
hemi-thyroidectomy, and I have no doubt that 
she will agree to it. 

Doctor Hawk: Dr. Scarborough, are you as 
persuasive in Atlanta as Dr. Harrold is up in 
New York? 
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Dr. Scarborough: I agree with Dr. Harrold 
one hundred per cent. I think a thyroidectomy 
is such a relatively simple procedure now with 
good anesthesiologists that there ought to be 
no hesitation on the part of the surgeon, which, 
as he said, is the most important thing, nor any 
on the patient’s part. I don’t think you'd have 
any trouble. 

Dr. Hawk: Dr. Cuttino over there apparent- 
ly is getting a little hot about the frozen sec- 
tion. 

Dr. Cuttino: We can come back about the 
frozen section. I want to explain now about 
the difficulty involved and the possible sources 
of error in thyroid cancer. I was interested in 
Dr. Harrold’s implying that in some patients 
he would not have treated a thyroid nodule 
even if the aspiration biopsy showed papillary 
cancer, which moves me to comment that it is 
pretty well known among pathologists that in 
autopsy series the incidence of carcinoma of 
the thyroid is very low, whereas in surgical 
series it is very high. The ratio is some 12 to 1, 
which raises a considerable question as to how 
reliable are our criteria for diagnosis of car- 
cinoma of the thyroid in the first place. We 
find these changes in cells and so on, which 
we ordinarily accept as malignant, and will 
make the diagnosis of carcinoma in other tis- 
sues; yet in the thyroid it is notoriously diffi- 
cult. We even went through a period where 
it was required that we have vascular invasion 
demonstrated before we were willing to make 
the diagnosis of carcinoma of the thyroid. 
Then, we got into the problems about the dirty 
knife techniques and about microtome knives 
bringing little fragments into the vessels so 
even that crutch got very weak. So the point 
that I was interested to comment on is that I 
am not so sure that I would be willing to rest 
easy in making the diagnosis of carcinoma of 
the thyroid on an aspiration biopsy. 

Dr. Hawk: Dr. Harrold, do you want to 
speak about this modesty on the part of the 
pathologists? 

Dr. Harrold: Well, maybe I don't quite 
understand Dr. Cuttino; I understand that he 
agrees that aspiration biopsy in thyroid cancer 
is a very difficult thing at present. Well, that 
is the way I feel, and I think that is what I 
said. 
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Dr. Cuttino: I am not arguing with you. 

Dr. Hawk: Dr. Harrold, would you like to 
make any other comments on thyroid cancer? 

Dr. Harrold: This whole subject of thyroid 
cancer has been talked and beat around so 
much that although I always like to talk about 
it, I am always worried that somebody will 
say, “My goodness, I hear about it so much 
and it is always the same stuff; when are they 
going to stop?” There is a so-called Crile 
school; the Crile school has been called cotton- 
pickers or raisin-pickers out of the cake, or 
just node-pickers. The others are the neck dis: 
secters. Now, I am a neck dissecter. Really, it 
is an extremely difficult thing to argue with 
Dr. Crile. You have to have respect for his 
opinion, I don’t know what he has for mine— 
but he probably has some for my associates. 
But Dr. Crile agrees that in the treatment of a 
thyroid nodule the treatment should aim at 
cancer. For example, you take out a nodule, 
a small nodule, not because of mechanical 
reason, but you take it out because you think 
it might be cancer. Now the best way to 
handle that is to do a hemi-thyroidectomy, and 
strangely enough, if you go over some of Dr. 
Crile’s work you will find that he agrees. Now, 
I think that is the first step—do a hemi-thy- 
roidectomy, not an enucleation of the nodules, 
because that is when you are going to get in 
trouble. If you don’t get it all out, you split it 
up, and if that’s cancer, why then you’ve got 
a problem. First thing is a hemi-thyroidectomy. 
From that point on there is no agreement 
whatsoever, and it really becomes chaos. Doc- 
tor Crile believes that nodes should be re- 
moved, but he believes they should be picked 
out from around the internal jugular vein and 
elsewhere. He feels that he can do a better 
excision of thyroid nodules and the lymph 
nodes in this “picking” procedure under a 
limited type of anesthetic than one can in a 
so-called radical neck dissection. As for me, I 
can’t understand that, and I can’t—just cannot 
—follow it: how the individual picking up of 
a node here and yonder in the neck is a better 
procedure than doing a neck dissection. Now, 
there is even one step further than this. There 
is Dr. John C. McClintock who goes one step 
further and does a superior mediastinal dis- 
section. Doctor McClintock has some seventy- 
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odd cases with an appreciable number that 
have nodes in the mediastinum. So the whole 
picture is clouded by the fact that the natural 
history of thyroid cancer, that is, the great 
majority of cases which are low-grade thyroid 
cancer, follow an extremely long course, and 
a five-year yardstick that is used for squamous 
cancers, or glandular cancers in other areas, is 
of absolutely no value, You have to follow 
cases for twenty years and compare different 
modes of therapy to be able to give any real, 
firm statement. So I hope I have covered it. 
It boils down to the fact that you should do a 
hemi-thyroidectomy, taking enough normal 
tissue so that you will at least get out the local 
disease. Now, from then on, if you believe in 
taking nodes out, then I think you ought to do 
a dissection. Other people say no, they'd pick 
them out. And certainly time is on their side. 
You can’t prove it. 

Dr. Hawk: Most fortunately, we don’t have 
a member of one of the other schools to argue 
with and so we can just leave it at that point 
with the feeling that there is agreement on 
this panel that the solitary thyroid nodules 
and in most cases the multinodular goitres 
should be removed, and the solitary nodules 
by hemi-thyroidectomy. 

(The second thyroid patient, E. L., finally 
agreed to operation. Right hemi-thyroidectomy 
was performed on January 16, 1958. The 
pathologic diagnosis was nodular goitre). 

I would like to get on to at least one other 
subject that I think will be of considerable 
interest. The patient is a 40 year old white 
man, who was initially seen here in April 1957 
in regard to leukoplakia. This had been first 
discovered while the patient was in the Army 
in 1945 and he tells of various local treatments. 
He was seen by Dr. Grant Ward in Baltimore 
and the leukoplakia was removed with the 
electrocautery. He had previously been a 
heavy cigar smoker but following this treat- 
ment he was persuaded not to smoke for six 
years. He then began smoking again, up to ten 
or twelve cigars per day. He noticed recur- 
rence of leukoplakia in the Fall of 1956. When 
this began progressing, he ceased smoking 
again and sought medical attention. At the 
time I saw him initially he had patches of 
leukoplakia on the buccal mucosa on each 


side with some filmy extension onto the lower 
gingiva. There were no particularly thickened 
areas. 

I am sorry it is not possible for everyone in 
the audience to visualize the lesion, but | 
think this will serve as a starting point for dis- 
cussion. In the past there has been some dis- 
cussion of treatment of leukoplakia with vari- 
ous forms of irradiation. I would like Dr. 
Pettit to begin. He remarked that we weren't 
going to give him anything good to discuss, so 
we will let him talk about radiation therapy 
in leukoplakia also. 

Dr. Pettit: I would say it rarely has any 
place in the treatment of leukoplakia. I have 
treated leukoplakia where it was continuous 
with areas of epidermoid carcinoma, and have 
given the leukoplakia areas the full therapy 
dose. It would be wise at times, it would be 
feasible at times, to treat an area of leuko- 
plakia that has undergone malignant change 
with local x-ray or radium, but you have just 
as much of a problem there as you have with 
a “farmer's skin” or “sailor's skin”. A few years 
ago we started to treat some leukoplakias of 
the lip with beta ray applicators, but I couldn't 
follow the patients long enough to find out if 
it was doing any good or not. Invariably, I was 
using other things also: getting them to stop 
smoking and using lanolin on the lips. They 
were improving but they would get disgusted 
and that would be the last I would see of 
them. So I never did find out whether the beta 
radiation was of any use or not. 

Dr. Hawk: Is there a smoker in this group 
who would like to discuss this subject? Is 
there a smoker on the panel? 

Dr. Scarborough: 1 will tell you what I 
would do about him. I don’t smoke, nobody 
in our clinic smokes, and I never have told a 
patient not to smoke, but he has already 
learned his own lesson. Dr. Ward told him 
not to smoke, and he quit and he got better, 
and then he started smoking again and he got 
worse, and then he quit again and he doesn't 
smoke now. Right now he hasn't got anything 
that is even suggestive of cancer in his mouth. 
And I think if we can get him to keep his 
mouth clean, I wouldn’t be putting any radia- 
tion in his mouth; I wouldn’t even fulgurate 
it. I would leave him alone and I would let 
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him use his good judgment. He ought to have 
sense enough now not to smoke. 

Dr. Hawk: Well, this is the sort of condition 
where you have a second chance. Of course, 
there are some other conditions where you 
don’t. Dr. Parker, do you want to talk on this 
subject? 

Dr. Parker: 1 think the die has been cast by 
Dr. Scarborough. 

Dr. Hawk: Dr. Harrold, do you have any- 
thing to add? Would you like to say anything 
about the general measures to use in leuko- 
plakia? 

Dr. Harrold: No. This is such a dis- 
couraging kind of a lesion because it is right 
on the surface where you can see it and feel 
it and do anything to it and it is almost like 
the common cold. It seems as though its hard 
to do anything about leukoplakia. We can 
prove that leukoplakia goes into cancer, and 
we have leukoplakia appearing with cancer, 
and there it is. It is just as if a dermatologist 
had a skin lesion and all he did was put sulfur 
on it; all we seem to do is tell them to stop 
smoking and exercise the usual oral hygienic 
measures, get the teeth cleaned up and so on. 
The next thing we do is give them Fleisch- 
mann’s 20-40 Yeast. And sometimes when they 
get tired of that or they get so bloated they 
can’t hold it, then we try them on heavy doses 
of vitamin B. Sometimes that works, some- 
times it doesn’t. Finally when there is a very 
red mouth with the leukoplakia we go ahead 
and give parenteral vitamin B and sometimes 
we get a good response from that, but the only 
drawback is we can’t keep it up forever. So it 
is a very discouraging field sometimes, and I 
think this fellow is very fortunate. I think Dr. 
Scarborough has described it rightly. There 
are so many different kinds of leukoplakia I 
wouldn’t know just what the pathologist de- 
scribes with the multiple terms used by Army 
museums, but after you have seen a good bit 
of leukoplakia you can develop a knowledge 
of the kind that you think is going to give 
trouble. Now I think this type is not going to 
give it, certainly not the way it is now—sharp- 
ly demarcated, almost as if you had drawn a 
line where the lesion is. This type looks almost 
as if it had been splashed on there like a little 
flake of paint, and my experience with that 


June, 1958 





type of leukoplakia is that it always seems to 
go away. Of course I haven't been in practice 
very long, and maybe I am going to be wrong, 
but there are other kinds that I think are much 
worse, 

Dr. Cuttino: As far as I'm concerned, leuko- 
plakia is a white spot. 

Dr. Scarborough: He's the pathologist—he 
has to have the last word! 

Dr. Hawk: We have a few written questions 
for the panel, and there may be some addi- 
tional questions from the floor. I would like to 
start on these. Doctor Parker, do you give 
routine x-ray therapy after an apparently suc- 
cessful removal of a lung for carcinoma? If 
not, what are your criteria for x-ray therapy 
after pneumonectomy? 

Dr. Parker: Well, I don't think we follow 
any absolute set rules on that. I think it de- 
pends upon the general condition of the pa- 
tient, in addition to the cell-type of the car- 
cinoma and whether there are mediastinal 
metastases. Now if there is residual tumor in 
the thorax and no distant metastases else- 
where, or if there are many nodes removed 
which are found to be involved by carcinoma 
and there are no distant metastases else- 
where, we definitely believe in postoperative 
x-ray therapy. But if the patient, on the other 
extreme, is one in whom it has been possible 
to remove all the carcinoma, including a medi- 
astinal lymphadenectomy, with no remaining 
tumor and no metastases histologically, we 
would not give x-ray therapy. 

Dr. Hawk: Dr. Miller, do you at the present 
time advise right hepatic lobectomy for car- 
cinoma of the gallbladder? Do you feel that 
is the treatment for carcinoma of the gall blad- 
der? 

Dr. Miller: We would still feel that, but I 
am afraid we will eventually have to abandon 
the idea. We haven't had enough cases yet, 
but I think that from the trend and the loca- 
tion of our metastases, the metastases are 
going to defeat us, not so much the problem 
of the invasion by contiguity of the carcinoma, 
but the fact that the disease is very early in 
the retroduodenal nodes and the paracardiac 
nodes. 

Dr. Hawk: Dr. Urban, would you discuss 
the indications for prophylactic castration in 
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the treatment of carcinoma of the breast? 

Dr. Urban: Well, first of all, prophylactic 
castration in carcinoma of the breast by 
definition is castration of a patient who has 
had definitive treatment for cancer of the 
breast and has no clinical evidence of the dis- 
ease at the time you castrate her. Therapeutic 
vastration is castration made when you are 
sure that the patient has residual disease. Now 
actually, there would be no point in giving 
prophylactic castration if the patient were 
really free of disease. It is merely that you 
can’t prove whether there is any residual dis- 
2ase. The only point in giving prophylactic 
castration is this: You find a patient in whom 
you assume that because of the extensive 
nodal widely extended disease 
locally, that even though you can’t prove she 
has disease by clinical examination or lab- 
oratory work or x-rays, she in all likelihood 
does have further extension of this disease in 
the nodes or possibly in the bone marrow, but 
it is subclinical at the time you are treating 
her. And you do a prophylactic castration in an 
effort to delay the appearance of these sub- 
clinical metastases as clinical evidence of dis- 
ease: bones lesions, lung metastases, node 


disease or 


involvement, etc. Actually the only evidence 
that I have ever heard that was any good to 
show that it is effective to a certain extent was 
some collected material which showed a 
thousand cases with no castration and a 
thousand cases with castration following radi- 
cal mastectomy. I don’t know how, but these 
were totaled up somehow, and the first year 
and second year salvage rate was 10% greater 
in the group that had been castrated, but the 


three, four, five year salvage rate was the 
same. And it would indicate to me that what 
the castration does is to delay the progress of 
the disease a year or two, and then nothing 
more happens. And in my own mind and own 
philosophy on it, I am not sure whether it is 
better to give prophylactic castration or 
whether it might be better to wait for some 
early signs of recurrent disease to appear and 
then castrate the patient. You can argue 
rationally that possibly if you wait for meta- 
stases you would slow down the disease a 
little longer and get a longer salvage rate. | 
don’t know, frankly. What I would do in prac- 
tice is that if I had a patient, say, 32 or 35 
years old with all nodes involved in the axilla 
or up to Level I in the internal mammary 
chain, I would radiate the dickens out of the 
node areas and operate on the internal chain, 
and probably recommend surgical castration. 
On the other hand, if she had two or three 
nodes low in the axilla or one in the middle of 
the internal mammary area and we took it out 
widely and thought there was little evidence 
of disease having gone any further, we would 
not recommend prophylactic castration. We 
would sit tight and just let it go at that. 
Prophylactic castration will not prevent ap- 
pearance of the disease; it will slow it down 
so you can look for it 

Dr. Hawk: The corollary to that is another 
question in regard to when do you do 
adrenalectomy when there are advanced 
metastases, and that of course gets into the 
entire problem of the hormonal approach to 
breast cancer, which I believe is going to be 
beyond our scope this afternoon. 
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OBSERVATIONS ON CARCINOMA 
OF THE LUNG 


Epwarp F. Parker, M. D. 
Charleston, S. C. 


r. Eargle, members of the Academy, and 
I) guests. This morning we thought it 

would be of interest to review some of 
the major features in connection with car- 
cinoma of the lung. It is always of tremendous 
interest that it was only 25 years ago that Dr. 
Evarts Graham of St. Louis, Professor of Sur- 
gery at Washington University, performed the 
first successful one-stage pneumonectomy for 
carcinoma. All of that is necessary, because it 
wasn't the first pneumonectomy, it wasn’t the 
first for carcinoma, and it wasn’t the first one- 
stage pneumonectomy. But it was the first 
successful one-stage pneumonectomy for car- 
cinoma—25 years ago, an amazingly short 
length of time in the history of medicine. It is 
also a tragic paradox that Dr. Graham died 
just last year of carcinoma of the lung. 





Carcinoma of the lung is a very common dis- 
ease, It is more common than carcinoma of the 
stomach. It has been more common than car- 
cinoma of the stomach since at least 1940. The 
last time I went over the records in our hos- 
pitals and the autopsy records in the Depart- 
ment of Pathology, the cases of carcinoma of 
the lung outnumbered those of carcinoma of 
the stomach. This is important, because it in- 
volves the question of the index of suspicion 
in diagnosis. If a patient complains of in- 
digestion of any type for the first time in adult 
life, there is no one of us who wouldn't think 
of carcinoma of the stomach or intestinal tract 
and who wouldn't carry out every indicated 
examination in order to determine its presence 
or absence. But if another patient in the car- 
cinoma age voices some pulmonary or chest 
complaint, we are not as apt to think of car- 
cinoma of the lung as a possibility as we 
should be. Yet it is a more frequent disease 
than carcinoma of the stomach. 


The incidence is greatest in middle-age and 


Presented at Founders Day Program, Medical College 
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beyond, around the fifties and sixties with a 
decreasing incidence above and below that. 
Our youngest patient was aged 11 years. We 
find that carcinoma of the lung is about equal- 
ly divided between the non-private and 
private patients. That is a contrast to some 
other carcinomata, in particular carcinoma of 
the esophagus with an incidence of 94 per 
cent in non-private patients. It is unusual to 
see a private patient in this locale with car- 
cinoma of the esophagus. It is common with 
the lung. The incidence in the white and 
colored seems to be roughly the same, maybe 
a little bit higher in the white. 

The etiology of carcinoma of the lung we 
do not know. The question of whether or not 
smoking is an etiological factor is of great 
interest. I do not know the answer. I do know 
that we see people who have carcinoma of the 
lung who have never had tobacco touch their 
lips in their lives, and it would be nice to 
know what causes carcinoma of the lung in 
these as well as in those who happen to be 
tobacco smokers, 


The difficulty with carcinoma of the lung 
from the standpoint of symptoms is the fact 
that there are no characteristic symptoms 
whatsoever. In fact, there may be no symp- 
toms whatever. The presence or absence of 
symptoms depends on many factors. It is 
logical that it would depend upon the size of 
the tumor, the location of the tumor, and its 
rate of growth. If the tumor is in the periphery 
of the lung and does not involve a major bron- 
chus, often the tumor must become rather 
large before it gives rise to any significant 
percentage impairment of pulmonary function. 
On the other hand, a tumor may not be nearly 
as large in order to obstruct a bronchus if it 
is located centrally. Here it may give rise to 
a cough, perhaps sputum, perhaps hemoptysis, 
and other symptoms which should arouse 
one’s suspicion more readily. Oftentimes the 
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symptoms associated with carcinoma of the 
lung are not those of carcinoma per se but 
rather the symptoms associated with partial 
or complete bronchial obstruction. There may 
be pneumonitis of any degree, or bronchiecta- 
sis. We have to be exceedingly cautious in a 
patient with bronchiectasis to make certain 
that the bronchiectasis is a primary disease 
and not just secondary to a bronchial obstruc- 
tion that we can not very readily see by in- 
direct methods. There may be a lung abscess 
secondary to a bronchial obstruction which is 
neoplastic. It may be exceedingly difficult to 
determine the presence of the neoplasm by 
the indirect methods of examination that we 
have. The majority of people with carcinoma 
of the lung who have symptoms—I stress that, 
because again not all have symptoms by any 
means—have symptoms for an average of 
about six months before the diagnosis is estab- 
lished. 

There are no physical signs that are 
characteristic of carcinoma of the lung— 
absolutely none. There may be signs of 
atelectasis or poor air-exchange; there may be 
signs of infection, but there are none that are 
characteristic of carcinoma itself. 

As with other internal carcinomata, the most 
important feature in diagnosis is suspicion. It 
is impossible to make a diagnosis if we don’t 
think of the possibility. Beyond that, the 
history is always a sine qua non, particularly 
in those patients who have symptoms of pul- 
monary disease but who have perfectly normal 
x-ray films of the chest. The physical examina- 
tion is important but it is not as important 
as the history, I believe, with proper analysis 
of the history, with one exception. That is in 
the case of differences in the air exchange in 
the two lungs, or in any given lobes. If there 
is a difference in the air exchange, regardless 
of any other physical signs, that is very strong 
evidence that there may be a partial or com- 
plete bronchial obstruction. Beyond the 
history and physical examination, certainly the 
examination of the sputum, if any is available, 
is most important. In patients with pulmonary 
diseases with sputum, if we examine the 
sputum often enough and in the proper ways, 
we can find the cause most of the time. That 
applies to tuberculosis, fungus diseases, non- 





tuberculous pyogenic diseases, and carcinoma. 
We are extremely fortunate here to have a 
group of pathologists who are extremely 
capable and interested in the cytological ex- 
amination of the sputum. The result in our de- 


_ partment here in patients raising sputum has 


been about 80 per cent positive diagnosis in 
those subsequently proven to have carcinoma. 
That is as good or better than in almost any 
other institution. As one goes around to differ- 
ent meetings and sees one’s friends and talks 
about common problems, they are amazed to 
hear me make that statement concerning the 
cytological examination of the sputum in our 
Department of Pathology. 

Next is bronchoscopy. Bronchoscopy has to 
be done, but not always for diagnosis because 
fortunately we are able to get it by examina- 
tion of the sputum in a high percentage of 
cases. When not needed for diagnosis, it is 
needed to determine the extent of the disease, 
and whether or not the lesion may be operable 
or inoperable. Because there are as many car- 
cinomata of the lung occurring peripherally 
as centrally, because of the size of the 
bronchoscope and the limit to which it may 
be advanced, bronchoscopy is diagnostic in 
only about 40 or 45 per cent of the cases. Still, 
bronchoscopy has to be done, if not for diag- 
nosis alone, to determine the extent or the 
possible extent of the disease. 

Bronchography we use occasionally, but it 
gives an anatomical diagnosis, not an etio- 
logical, and we want an etiological, obviously, 
most of the time. 

Biopsy of the lung would come next. There 
are different ways of doing biopsy of the lung. 
If the lesion possibly is carcinoma and is re- 
sectable, then the biopsy of the lung can be 
done as a major thoracotomy. If the lesion is 
definitely inoperable, we believe in various 
lesser types of thoracotomy, down to simple 
needle biopsy of the lung, or the use of short 
intercostal incisions. We do not use biopsy of 
the lung as a method of diagnosis of pul- 
monary disease as often as we should. A 
strictly sound principle, we use biopsy every- 
where else, and we should use it more often in 
the lung. 

In addition to the above, there are methods 
for the determination of the presence of pos- 
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sible metastases, such as biopsy of a supra- 
clavicular lymph node. Examination of any 
pleural fluid obviously is important. Often- 
times biopsy of a rib, which may show an ab- 
normality on the x-ray films, is indicated. 
Lastly, exploratory thoracotomy may be 
needed. 

Since most of the people whom we see with 
carcinoma of the lung come to us for one or 
two reasons, that is, symptoms, or an abnormal 
x-ray film, we find it convenient from a clinical 
standpoint to divide patients with carcinoma 
of the lung into four groups: The first and 
easiest to diagnose are those who have symp- 
toms and an abnormal roentgenogram. Second, 
there are those who have symptoms and a 
normal x-ray film. Third, there are those who 
have no symptoms whatever, and an abnormal 
x-ray film. And there are those who have no 
symptoms and a normal x-ray film. The last 
may have proven carcinoma. We can show a 
few examples in each group. 

In a large lesion like this (slide), the diag- 
nosis is easy. The patient had practically no 
symptoms at all. The lesion is peripheral. He 
had only weakness. The lesion was removed. 
He died a year later, not of carcinoma, but of 
cardiac failure. With the massive lesion as 
illustrated, the diagnosis is easy. 

Next slide. This is another example of a 
large rounded shadow in the left lower lobe, 
fairly well circumscribed; that lesion is car- 
cinoma, of course, unless proven otherwise. 

Next slide. There is that tumor after re- 
moval. I am sorry to say he died about a year 
later of metastases. Next slide, please. 

This is an example of a patient who had 
symptoms plus this abnormal x-ray picture. 
As one can see, there is abnormal obscuration 
of the upper half of the left lung field. This 
was taken in January 1947. He had been sick 
since May 1946. I used to remember well the 
list of diagnoses that he had had made, prior 
to establishing the diagnosis of carcinoma. 
They were numerous, including typhus fever 
and syphilis of the lung, but he had primarily 
a cough, malaise, weakness, and loss of 
weight. He had been seen 2 months before 
this in consultation and bronchoscopy sug- 
gested and advised, but amazingly enough, 
this was only 10 years ago, bronchoscopy was 
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not accepted and various treatments were con- 
tinued to no avail. When bronchoscopy was 
done two months later, there was an obvious 
carcinoma in the left upper lobe bronchus, and 
it is safe to say that the diagnosis could have 
been established two months before. 

Next slide. Pneumonectomy was advised 
and performed. This is a photograph of the 
lung with squamous cell carcinoma through- 
out the hilar region. That was done in January 
1947—this is 1957—this patient is still alive 
and free of carcinoma and is our longest living 
patient today, That type of tumor is fairly 
easy to diagnose, and I am sure today the diag- 
nosis would have been made many months 
sooner than it was at that time, because the 
patient was seeking medical advice right from 
the onset of symptoms which occurred seven 
to eight months ‘before the diagnosis was 
established. 

Next slide, please. Now this was the film of 
the chest following pneumonectomy. We had 
another x-ray examination just a month ago. 
I am sorry I do not have a lantern slide of the 
last, but it looks exactly like that one. Next 
slide, please. 

This patient was a white man about 70 years 
of age who had a cough and hoarseness due 
to paralysis of the left vocal cord. The x-ray 
shows a large shadow which of course is car- 
cinoma until proven otherwise. Bronchoscopy 
was performed. There was no intraluminal 
tumor, but there was marked distortion of the 
bronchus as by tumor without. He was con- 
sidered to be inoperable and he died of car- 
cinoma a couple of months later. Next slide, 
please. 

Here is the x-ray film of the chest of the 
same patient 4 months sooner. He had a cough 
and no other trouble. This is a normal x-ray 
film of the chest. At that time bronchoscopy 
was performed and it showed only slight dis- 
tortion of the main bronchus but enough to 
be consistent with the possibility of neoplasm 
outside of that bronchus. There was indirect 
evidence of carcinoma. So this man represents 
in June 1946 when first seen one with symp- 
toms of carcinoma but with a normal x-ray 
picture of the chest. Without the broncho- 
scopic evidence, obviously one wouldn’t know 
upon which side to operate. But with the 
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bronchoscopic evidence of distortion of the 
left main bronchus, we feel today that opera- 
tion certainly would have been justified and 
indicated at that time. Next slide. 

This is another example of the same thing. 
This is the abnormal chest film of a lady with 
symptoms. This lady was 57 years of age; for 
the first time in her life at age 56 she de- 
veloped a cough and after some months she 
went to her physician, who suspected car- 
cinoma among other things, and had an x-ray 
examination and it was perfectly normal. It 
was considered that there was nothing to be 
concerned about. Shortly before this film was 
made, the cough having persisted, she de- 
veloped a pain in her chest, dyspnea and a 
pleural effusion. The pleural effusion showed 
the presence of carcinoma cells. She was in- 
operable right from the start, with paralysis 
of diaphragm and bloody fluid. Next slide, 
please. 

Now here is the same lady just about six 
weeks before, with a normal roentgenogram 
of the chest. I have shown this slide to many 
radiologists and they tell me that this is nor- 
mal. This was just six weeks before she had 
the obvious carcinoma. This is an example of 
a patient with symptoms but with a normal 
roentgenogram. All carcinoma does not show 
by x-ray. Next slide, please. 

Here is an example of a patient with an 
abnormal roentgenogram but with no symp- 
toms. This man had a respiratory infection for 
which he was treated successfully. After re- 
covery, when the patient was entirely 
asymptomatic, a film of the chest was made to 
make sure that he had recovered fully, and 
here is a distinct abnormality in the right 
upper lung field. All indicated nonoperative 
diagnostic studies were carried out on this pa- 
tient. Let’s have the next slide, please. 

Here is a lateral film, One sees a large round 
shadow here. The nonoperative studies were 
nondiagnostic, therefore operation was ad- 
vised. Next slide, please. This proved to be an 
adenocarcinoma, which one can see clearly. 
Again, an example of a person with no symp- 
toms and with an abnormal x-ray film. Now I 
mention that because when the x-ray picture 
is abnormal and shows a well circumscribed 
mass, the diagnosis of carcinoma of course is 








extremely strongly presumptive; but when it 
is not sharply circumscribed, or well circum- 
scribed, and when it is more irregular, it may 
be tuberculosis, unresolved pneumonia, or 
numerous other diseases. But, in particular 
our suspicions of carcinoma should be aroused 
sharply. Next slide, please. 

This is an example of a person with no symp- 
toms and with a normal roentgenogram of the 
chest, with carcinoma of the lung. This man 
was about 35 years of age and he had asthma. 
He had had asthma for some years. It was not 
localized asthma, that is, he had generalized 
wheezing. His physician thought that possibly 
some sympathectomy or parasympathectomy 
might be of value to him. In the course of 
study, bronchoscopy was performed, and he 
was found to have a small ulcer in the left 
main bronchus, which was examined by 
biopsy and it showed carcinoma. I am positive 
the ulcer was not the cause of the asthma, it 
wasn't causing the degree of asthma that he 
had. It was producing no obstruction what- 
soever, He had no cough and no sputum. A 
left pneumonectomy was performed and again 
the diagnosis was confirmed. There was no 
metastasis, he lived without evidence of car- 
cinoma for three years and then he died quite 
suddenly one day of asthma, marked broncho- 
spasm, in just a few minutes. I think it is fair 
to show that film as one of a person with no 
symptoms, with a normal x-ray picture, but 
with proven carcinoma of the lung. Next slide, 
please. 

This slide some of you may have seen be- 
fore. I have talked about it before, but it never 
hurts to repeat a truth. We can review the 
story of this man with a proven carcinoma of 
the lung with a normal roentgenogram of the 
chest, the slides of which will be shown in a 
minute. This slide shows the photograph of a 
film of the chest of a man who had cough, 
sputum, and hemoptysis with both atelectasis 
and obstructive emphysema in the lower half 
of the right lung field. Bronchoscopy was per- 
formed, there was an obstructing tumor in the 
right lower lobe bronchus which was removed. 
It relieved the bronchial obstruction com- 
pletely. After the tumor was removed, one 
could hardly see any abnormality remaining 
on the bronchial wall. It relieved the patient's 
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symptoms completely and immediately there- 
after he considered himself entirely well. 
Microscopic examination showed carcinoma, 
he was advised to have a pneumonectomy, and 
he said he would think it over. Next slide, 
please. 

This slide was taken in March 1947, five 
months later. It shows a perfectly normal 
x-ray picture of the chest of the same man 
with a proven carcinoma in the right lower 
lobe bronchus. After the five months elapsed, 
he decided to get somebody else’s opinion, so 
he went to Duke Hospital. He was one of these 
people who liked to put the doctors on their 
mettle, so he didn’t tell them about his past 
history. No abnormality was found and he was 
told that he could go on home. He lived in 
Hell Hole Swamp, and when his family re- 
turned for him, he told one of his doctors there 
that he knew those doctors in Charleston were 
damned fools, and he didn’t need any “lung 
operation”. Immediately the doctor inquired 
about who told him he needed a “lung opera- 
tion” and why. After obtaining the rest of the 
history, a call was put in for me. The story 
was verified. They, too, advised him to have 
pneumonectomy. He waited two months more, 
to think it over. He returned there and a 
lobectomy instead of a pneumonectomy 
was performed, on account of pulmonary in- 
sufficiency. On examination of the specimen, it 
was extremely difficult to find the residual 
lesion in the right lower lobe bronchus, but it 
was there. It was a slow growing tumor. Good- 
ness knows how long it would have taken to 
grow again. And there is a nice example of a 
patient with proven carcinoma of the lung, 
with no symptoms and with a normal x-ray 
film of the chest after the bronchial obstruction 
was relieved by incomplete removal of the 
tumor. 

Concerning the treatment of carcinoma of 
the lung, we believe that if the lesion is re- 
sectable, the best method is removal of the 
primary tumor along with expendable normal 
surrounding tissue, and along with contiguous 
or remote sites of possible or actual spread 
that are accessible and expendable. This 
usually means pneumonectomy and a medi- 
astinal lymphadenectomy. Occasionally lo- 
bectomy may be indicated in those with im- 
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paired pulmonary function. 

There are additional methods of treatment. 
They include radiation, of course, and a chem- 
ical method, the administration of nitrogen 
mustard being the main one in vogue today. 
They may certainly be extremely valuable 
alone or in combination with each other, or 
with operation. The next slide, please. 

This shows the photograph of an x-ray film 
of the chest of a man about 58 years of age. 
This was in June, 1957. He had had pain in 
the chest for about 4 months. About 3 weeks 
before we saw him, he developed edema of 
the face, indicating a superior vena caval ob- 
struction. There were carcinoma cells in the 
sputum. There was some compression of the 
trachea. Bronchoscopy was not safe to perform 
by any means. The lesion was non-resectable, 
there being invasion of the superior mediasti- 
num. Therefore he was given x-ray therapy. 
Next slide, please. 

Here he is in October 1957 with a strikingly 
different appearance of the chest. The superior 
vena caval obstruction was almost completely 
relieved. He is not well, and he is going to die 
of carcinoma, but unquestionably he has had 
prolongation of life with comfort, which is 
what counts. X-ray therapy has been of great 
value to him. Next slide, please. 

‘This is another example of a nice result from 
x-ray treatment. This lady was first seen in 
1950. Her initial symptom was that while she 
was running down a street to catch a bus, she 
suddenly had marked shortness of breath and 
just fell to the ground. Apparently she had 
sudden paralysis of the right side of the dia- 
phragm, that is the only reason we could find 
for the sudden shortness of breath and falling 
on the street. The slide shows an extensive 
shadow in the right upper lung field. The 
diagnosis was established by bronchoscopy 
and biopsy. The tumor was in the main bron- 
chus and almost in the lower end of the 
trachea. It was considered to be non-resect- 
able. She was given x-ray treatment. Next 
slide, please. 

Now here is the same lady in July 1957. She 
still has carcinoma with involvement of the 
esophagus. She has had to eat soft foods. She 
had to have esophagoscopy once to remove 
food obstructing the esophagus. She has had 
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- superior vena caval obstruction, with edema 
and cyanosis of the face to which she has ad- 
justed. For some years now, this lady has led 
almost a normal life, and done everything that 
she wanted to do. The tumor in the main bron- 
chus was removed bronchoscopically, but the 
main method of treatment was x-ray. I am 
sure she had a slow growing tumor, but cer- 
tainly she has had an excellent palliative re- 
sult for seven years. Next slide, please. 

This is an example of probable carcinoma of 
the lung with treatment with nitrogen mustard. 
We saw this man in April 1956—he was about 
45. About 4 months prior to this, he had 
pneumonia from which he did not recover. He 
lost weight and strength, and had this ab- 
normal roentgenogram of the chest, Broncho- 
scopy was non-diagnostic; sputum examina- 
tions were non-diagnostic. We did not do 
biopsy of the lung. He had left axillary 
lymphadenopathy; biopsy of a node showed 
adenocarcinoma. We could find no other pos- 
sible site for primary carcinoma except the 
lung, so we presumed that he had primary 
‘arcinoma in the lung. We gave him nitrogen 
mustard therapy, 0.4 milligrams per kilogram 
of body weight intravenously. About 6 months 
later I had a message from his doctor and 
family that he was getting along fine. He re- 
turned for re-examination. Next slide, please. 

Here in April 1957 is the photograph of a 
practically normal roentgenogram of the chest. 
He had no axillary lymphadenopathy on either 
side. He returned again just a few days ago. 


“If we had an adequate number of these para- 
medical co-workers right now, the effectiveness of 
physicians, surgeons, public health officers, and all 
comparable professional personnel would be remark- 
ably multiplied. The need to train nurses in America 
today is distressing. To meet the existent need for 
trained nurses in military and civilian life would re- 
quire four out of every ten girls in our graduating 
high school classes for some four or five years. Since 
six out of every ten marry within three years of 
graduation and since other occupations now compete 
with nursing, the requisite numbers of young girls to 
look after their brothers in military service are not 
being found. If the rationale of selective service were 
applied to the drafting of girls of eighteen for two 
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He is still entirely well, with no evidence of 
any residual carcinoma that I can find. It is 
not known that he had carcinoma in the lungs; 
we never did prove it; but he did have car- 
cinoma in the left axilla. Nitrogen mustard 
occasionally does give rise to a nice result, 
even if sometimes it is temporary. 

As for results of treatment, I would say that 
Dr. Wendell Levi on our house staff now is 
reviewing all of our cases of carcinoma of the 
lung. There were about 300 cases in the 10 
years succeeding January 1946. Of those pa- 
tients, there are now living approximately 15 
in the private patient group and approximately 
15 in the non-private group. That makes about 
10 per cent in the entire group. Not all of 
those have been living 5 years or more, be- 
cause in some the observation period has been 
shorter. It is believed that we will have 
essentially the same result that others have 
had, that is, in the entire group, about 7 or 8 
per cent 5-year survival. Among those who 
have been operable and resectable, and in 
whom there was no gross tumor left in the 
thorax, and in whom there was no evidence 
of any distant metastasis, the 5-year survival 
will be about 25 per cent. Using no more than 
our present methods of diagnosis, it is believed 
that if we will keep the possibility of the car- 
cinoma of the lung in mind more often and 
strive for earlier recognition, in another 10 
years the end results can be distinctly better 
than they are now. 


years of civilian nursing to match the military service 
of their brothers, we would create a notable and 
valuable reserve of nurses in this country for years to 
come, as well as a chance to open wards in our 
civilian hospitals now empty for the lack of nurses. 
I do not find any cogent arguments against such a 
resolution of the present immense problem of nursing 
care; the psychological resistance and the emotional 
resentment would be real, but just what do young 
women do in return for citizenship? And would not 
most of the future activities of young women of 
eighteen be done better if more had a nurse’s train- 
ing?” 

Challenges to Contemporary Medicine. Alan Gregg. 











THYROIDITIS 


FURMAN T. WALLACE, M. D. anv Ricuarp S. Wizson, M. D. 


hyroiditis is a relatively rare condition 
which is being seen with increasing 
frequency. There are three main types 

of thyroiditis which can be classified broadly 
as follows: 

1. Acute 
type. 

2. Subacute thyroiditis or de Quervain’s 
disease which is also called pseudo-tuber- 
culous or giant cell granulomatous thyroiditis. 

3. Chronic thyroiditis, which can be divided 
into 


thyroiditis or the suppurative 


(a) Hashimoto’s disease which is 
also called struma lymphomatosa and 

(b) Riedel’s struma which also is 
called woody or ligneous thyroiditis. 

1. Acute thyroiditis is simply infection and 
suppuration of the thyroid gland by pyogenic 
organisms. The treatment is essentially that 
of any acute inflammation, consisting of heat 
and antibiotics. If the process does not resolve 
soon, aspiration for culture and drug sensi- 
tivity is indicated. Surgery is indicated in acute 
thyroiditis only if abscess formation occurs. If 
an abscess develops, incision and drainage is 
necessary. This is accomplished without the 
usual flap dissection and without exposure of 
all the thyroid gland. The abscess is ap- 
proached with as simple an incision as pos- 
sible without opening any extra tissue planes 
to avoid spreading the infection. 

2. The second type of thyroiditis is subacute 
thyroiditis or de Quervains disease. This is 
also sometimes classified by its microscopic 
appearance and is called giant cell granu- 
lomatous thyroiditis or pseudotuberculous 
thyroiditis. The etiology is not definitely 
established, but the disease is probably due 
to a virus. A nonsuppurative inflammation is 
present and is characterized microscopically 
by the development of the giant cell granulo- 
mas with pseudotubercules and epitheloid 
cells. The onset is sudden, frequently follow- 
ing an upper respiratory infection. The course 
is long, and the process may last from two 
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weeks to several months. 


The condition occurs more frequently in 
females than males (6 to 1) and usually 
occurs in the fourth or fifth decade. The other 
theory of etiology is that it may be due to 
autoimmunization against the patient’s own 
colloid. It was interesting to note that thy- 
roiditis can be reproduced in experimental 
animals injected with the saline extract of thy- 
roid gland.' 

The cardinal symptoms in subacute thy- 
roiditis are sore throat and pain on swallowing 
with frequent radiation of pain to the mandi- 
ble and ears. Dysphagia may be severe during 
the early stage of the disease. A painful swell- 
ing of the thyroid gland appears with diffuse 
enlargement of one lobe or both and may ex- 
tend from one lobe to the entire gland. At 
times severe prostration and high fever are 
present. The initial febrile period usually lasts 
from five to twelve days; however, persistent 
temperature elevation can be anticipated in 
many cases for several months. 

The basal metabolic rate and plasma 
cholesterol levels may be within normal limits. 
The protein bound iodine is normal, while the 
radioactive iodine uptake is low. This is ex- 
plained by the fact that colloid is still present 
giving the normal serum protein-bound iodine 
but that thyroid function is diminished, giving 
a low radioactive iodine uptake. The white 
blood count and sedimentation rate are usually 
elevated. A few patients may develop myx- 
edema several months after the acute phase 
and will require thyroid replacemnt therapy. 
In the acute phase symptomatic treatment 
with local heat and bed rest are of value. 

Subacute thyroiditis can frequently be im- 
proved through external irradiation of 500 to 
1,500 r. Since the advent of cortisone and 
ACTH, prompt and dramatic response may be 
noted at times. Since x-ray therapy has a 
curative effect on a high percentage of cases 
without side effect, it should be considered 
superior to cortisone. In some cases combined 
therapy with cortisone and x-ray is worthy of 
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further trial. Cortisone may produce im- 
mediate relief of the signs and symptoms, but 
it merely suppresses manifestation of the dis- 
ease. Numerous recurrences may be seen. 

Partial thyroidectomy will also effect a cure; 
however, since the disease tends to be self- 
limiting and radiation is frequently curative, 
operation is recommended only when the diag- 
nosis is in doubt or pressure symptoms appear. 
Thiouracil may help in limiting production of 
colloid. The administration of antibiotics may 
be of value in prevention of suppuration. 

3. Chronic thyroiditis is a broad classifica- 
tion and actually consists of two conditions. 
The first is Hashimoto's disease (struma lym- 
phomatosa). This is a disease exclusively of 
females with an average age of 47. The onset 
is gradual and is frequently accompanied by 
hypothyroidism. Pressure symptoms may be 
present, and the gland is usually tender and 
enlarged and somewhat fixed. Actual myx- 
edema may be present if the process has been 
of long standing. 

The etiology has not been definitely estab- 
lished, but probably most of the cases are due 
to viral infection of the thyroid gland. The 
process is usually diffuse, and both lobes are 
frequently involved, and it does not tend to be 
nodular. 

Treatment is indicated after the diagnosis 
has been established microscopically. Some 
authorities use needle biopsy to establish the 
diagnosis. It is essential that malignancy be 
ruled out. Many others use exploration of the 
thyroid gland and frozen section to rule out 
malignancy. After the diagnosis has been 
established microscopically, x-ray therapy is 
used. ACTH or cortisone may be of value. 
Surgical treatment, other than establishing 
the diagnosis, consists of decompression of the 
trachea. The isthmus and anterior portion of 
both lobes of the thyroid are removed. A sub- 
total thyroidectomy is not done because of 
danger to adherent structures. 

The other type of chronic thyroiditis is 
Riedel’s struma (woody or ligneous_ thy- 
roiditis). The process consists mainly of 
fibrous replacement of portions of the thyroid 
gland. The etiology has not been established 
definitely, but the fibrosis of the thyroid gland 
can probably be due to different causes just 





as it is in cirrhosis of the liver. 

The symptoms are usually pressure symp- 
toms and frequently tenderness of the thyroid 
gland. One-third of the cases occur in men. 
The average age group is 43. The gland is 
densely adherent, slightly enlarged and stony 
hard. The presence of a stony hard goiter is 
frequently the first and only symptom. Hypo- 
thyroidism may be present. Pressure symp- 
toms occur later. Myxedema is always present 
later in the disease. Palpable lymph nodes do 
not occur. 

Surgical exploration is required to differ- 
entiate the condition from carcinoma of the 
thyroid. The surgical treatment consists of 
relief of the pressure symptoms and is a means 
of diagnosis. The isthmus and anterior portion 
of both lobes are removed. The operation 
should always be conservative because of ad- 
herence of surrounding structures, particularly 
the recurrent laryngeal nerve. 

Hypothyroidism can be anticipated in 
Riedel’s struma. A close follow-up should be 
done post-operatively and thyroid therapy be- 
gun as soon as indicated. One should not wait 
for myxedema to be clinically established be- 
fore beginning thyroid therapy. Instead the 
weight should be followed closely every week 
and at the first indication of weight gain or 
lassitude, thyroid therapy should be started. 

There has been much speculation as to 
whether Hashimoto’s disease may go on to 
Riedel’s struma. It has been established that 
all of the cases do not. In our series there was 
one case of acute thyroiditis which went on 
nine months later to a clinically proven 
Riedel’s struma. The difference between 
Hashimoto's disease and Riedel’s struma may 
be summarized as follows: 

1. Hashimoto's disease occurs almost en- 
tirely in women, whereas in Riedel’s struma 
only two-thirds of the cases occur in women. 

2. Hashimoto's disease is practically always 
bilateral, whereas approximately one-half of 
the cases of Riedel’s struma are unilateral. 

3. Riedel’s struma is frequently associated 
with adenomata, whereas they are practically 
never seen in Hashimoto's disease. 

4. The average age of patients with Hashi- 
moto’s disease is 47 years, and the average age 
of patients with Riedel’s struma, which Ewing 
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considered to be the late stage of Hashimoto's 
disease, is 43 years. 

We have reviewed 256 of our cases of thy- 
roid disease which were admitted to Spartan- 
burg General Hospital. In this series there 
were 21 cases of thyroiditis occurring in 20 
patients. One patient with acute thyroiditis 
was later admitted with Riedel’s struma. The 
incidence of thyroiditis in 256 cases which in- 
cluded all types of surgical thyroid diseases 
(248 had thyroidectomy) was 8 per cent. In 
other words, 8 per cent of our thyroid cases 
admitted have had thyroiditis. These cases 
have been reviewed and may be summarized 
as follows: 

There were 21 admissions for thyroiditis. 
Five patients had acute thyroiditis. None of 
these required surgery. Four were female and 





one male. This last case nine months later de- 
veloped Riedel’s struma which was proven 
microscopically. 

There was one case of subacute thyroiditis 
or deQuervain’s disease. This unusual case 
will be reviewed in some detail elsewhere. 

There were seven cases of Hashimoto's dis- 
ease: all were females. All were proven micro- 
scopically. There were eight cases of Riedel’s 
struma which were proven microscopically. 
Thyroid therapy was required in most of 
these. 

Summary 

The three types of thyroiditis have been dis- 
cussed, A review of 256 admissions with thy- 
roid disease was made. The incidence of thy- 
roiditis in this group was 8 per cent. 
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The Fanconi type of congenital deformity first 
described by Fanconi in 1926 and manifested by 
pancytopenia and multiple skeletal and other de- 
formities often including genito-urinary tract, had by 
1955, been described and reported in only about 
thirty cases. By 1955 only nine cases of transposition 
of external genitalia had been reported. The presence 
of two such rare anomalies in the same individual 
constitutes a medical curiosity. Such a case is re- 
ported in an infant admitted to the hospital for 
plastic surgery, and attention is called to the severe 
bleeding tendency of the patient with Fanconi type 
deformity and since genital anomalies are common in 
this disorder, it would be well to consider the pos- 
sibility of pancytopenia (Fanconi type) before plastic 
surgery is done on the external genitalia of any infant. 
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ELECTROCARDIOGRAM 
OF THE MONTH 


Nodal Tachycardia 
Dae Groom, M. D. 


Department of Medicine 


Case Record—The day following an abdominal opera- 
tion a middle-aged man complained of a sensation of 
rapid “throbbing” over the heart and in the neck, sug- 
gestive to him of a heart attack. The symptoms re- 
curred several times and were observed to be asso- 
ciated with an abrupt increase in pulse rate and fall 
in blood pressure. Each time they subsided spon- 
taneously within an hour or so. During one such 
attack the electrocardiogram illustrated here was re- 
corded. 

Prior to surgery the patient had been noted to have 
a pulse irregularity which an ECG had revealed to be 
due to frequent atrial ectopic beats with runs of 
atrial bigeminy. Quinidine in moderate dosage had 
controlled the arrhythmia, however the drug had been 
omitted from the surgical orders. At operation a meta- 
static carcinoma of the pancreas had been found and 
only a portion of the celiac ganglia had been re- 
sected, this as a measure for control of future pain. 

The patient’s postoperative course in the hospital 
was otherwise uncomplicated. 
Electrocardiogram—The three standard leads reveal 
a regular rhythm at a rate of 125 beats per minute. 
Notable is the fact that the P waves fall after the 
normal QRS complexes where they are superimposed 
on the beginning of the T waves but are obviously 
inverted. Polarity of the P waves was reversed in 
other leads also; they were upright in aVr and in- 
verted in aVf. All QRS and T wave complexes were 
similar to those in the preoperative tracing and were 
oriented in a horizontal (left) electrical axis. 
Discussion—Two distinctive features are illustrated 
in this patient’s electrocardiogram: a rapid rhythm 
emanating from the atrioventricular node, and retro- 
grade conduction through the atria. Both were evident 
throughout the complete tracing. The rhythm is an 
A-V nodal one because the ventricular complexes are 
of normal width and configuration, occur at regular 
intervals, and are not immediately preceded by P 
waves nor any manifestation of atrial activity. Further 
verification of this is seen in the inverted P waves 
which follow the QRS complexes signifying that the 
same excitation impulse is transmitted after some de- 
lay in a retrograde direction through the atria. 

An ectopic tachycardia is an abnormally rapid and 
usually regular rate of cardiac activation arising from 




















a focus outside the normal pacemaker, the sino-atrial 
node. The pacemaking function of the heart is usurped 
by repetitive stimuli from an ectopic focus which may 
be located anywhere in the atria, the A-V node, the 
ventricular musculature or its conduction system. 
Such tachycardias are usually paroxysmal in nature, 
beginning and ending abruptly. The degree to which 
they interfere with the mechanical function of the 
heart is largely dependent upon the resultant rapidity 
of the ventricular rate and the duration of the attack. 
(Conceivably the reversed sequence of atrial and 
ventricular contractions in this case might itself im- 
pose an additional impairment of function). Different 
areas of the heart tend to have different inherent rates 
of rhythmicity—a point of some clinical importance— 
and in general these rates tend to be higher in the 
younger age groups. That for a nodal tachycardia 
characteristically ranges from about 120-200 beats per 
minute. 

Occasionally a much slower rhythm is seen to arise 
from the A-V node, the so-called “nodal rhythm”. 
When impulses fail to reach the node, either because 
of cessation of atrial activity as by depression of the 
normal pacemaker, or because of a complete atrio- 
ventricular block, a nodal or ventricular pacemaker 
must take over if cardiac function is to be maintained. 
Such a rhythm is actually an escape mechanism, as 
are the isolated “nodal escape” beats which often 
terminate periods of asystole due to sinus arrest. They 
can be produced experimentally by depression of the 
sino-atrial node with drugs or by vagal or carotid sinus 
stimulation. Nodal tachycardia, on the other hand, is 
thought to represent an actual enhancement of 
activity of the atrioventricular node. Some part of the 
junctional tissue comprising it gives forth rapid 
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repetitive stimuli. These of course reach the ventricles 
along their normal conduction pathways—hence the 
usual normal ventricular complexes are inscribed in 
the electrocardiogram. 

Whether the P waves fall before, during or after 
the QRS complexes is probably determined by the 
particular site of origin of the impulses in the 
junctional tissue. If they precede the QRS the P-R 
interval is shortened; if they follow, as in this case, 
they quite likely arise in a portion of the node below 
that which imposes the normal delay in A-V con- 
duction. In any event the polarity of the P waves is 
reversed in retrograde conduction. P waves which are 
inverted in aVf and upright in aVr denote activation 
of the atria in a direction from the left leg upward 
toward the right arm. 

Not always are the P waves as well demarcated as 
in this tracing. In fact, commonly they fuse with the 
QRS or are obscured in the preceding or following T 
waves. In such instances it becomes difficult to differ- 
entiate a nodal from an atrial tachycardia and the 
term supraventricular tachycardia is commonly used 
to designate either origin. Although it may be of only 
academic interest, the differentiation of these 
arrhythmias can usually be accomplished with an 
esophageal lead in which the P waves are effectively 
magnified, being recorded as large complexes similar 
to the QRS deflections in limb leads. 

Ectopic tachycardias are usually transitory and often 
recurrent. The paroxysms may last minutes, hours, or 
even weeks. Of their clinical significance it can be 
said that, generally, those of ventricular origin are the 
most ominous and those from the atria the least. None 
of them is necessarily indicative of structural heart 
disease. Attacks of paroxysmal tachycardia arising 
from the A-V node or above can often be terminated 
quickly by the clinical maneuvers of pressure on the 
carotid sinus or eyeballs, or induced vomiting. Quini- 
dine remains one of the most effective measures of 
treatment and prevention of the ectopic tachycardias. 





ECTOPIC PREGNANCY 
A Diagnostic Problem 


A Case Report 
Epwarp J. Dennis, M. D. 


Department of Obstetrics and Gynecology 

A 24 year old gravida 1, para 1, was seen in the 
clinic on the first of July, 1957, with complaint of 
vaginal bleeding of 6 weeks duration. 

Menarche occurred at 11, periods every 28 days 
lasting from 2-5 days. Her last normal menstrual 
period was on May 15, 1957. She denied dys- 
menorrhea or any difficulty with menses. She had 
one child delivered 4% years ago with completely 
uncomplicated antepartum course and delivery. No 
contraceptive measures were used for the past two 
years. 

Past history was non-contributory and there had 
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been no surgical procedures. 

Present illness began at expected time of menses 
in June at which time she noticed dark brown vaginal 
discharge. This persisted for 3 weeks at the end of 
which time she went to the bathroom to void and 
fainted while sitting on the commode. She was taken 
to her physician who immediately placed her in the 
hospital with a presumptive diagnosis of incomplete 
abortion. Dilatation and curettage done the following 
day yielded only normal endometrial tissue and this 
was confirmed by pathological study. No adnexal 
masses were noted on examination. She was dis- 
charged from the hospital on the second postoperative 
day in good condition. 

Subsequent course characterized by a short period 
of very little bleeding but a week later bleeding in- 
creased though was still not of sufficient quantity to 
create any alarm. During this course of events, at no 
time was there any significant abdominal pain noted. 

At the time of admission, significant findings were 
limited to the pelvis. Bartholin’s and Skene’s glands 
and the urethra were negative. The introitus was 
multiparous but showed good perineal support and 
tone. There was a minimum amount of dark brown 
blood in the vagina. The cervix was normal and 
closed, the uterus normal in size and configuration 
and freely movable. In the left adnexa was a soft 
7.5 cm. mass extending into the culdesac on the left. 
Minimal tenderness was noted on compression of the 
mass on rectovaginal examination. A presumptive 
diagnosis of old ruptured ectopic pregnancy was made 
and the patient was admitted to the hospital. Culdo- 
scopic examination was contemplated but due to the 
position of the mass in the culdesac and the probable 
diagnosis, this was abandoned. Paracentesis of the 
culdesac yielded two to three small old blood clots. 

Laboratory studies including complete blood count 
and urinalysis were normal. 

At laporotomy, the left tube was involved in a 7 
cm. mass of organizing blood clot but no definite rent 
could be found in the fallopian tube. The right tube, 
both ovaries and the uterus showed no unusual fea- 
tures. Left salpingectomy and incidental appen- 
dectomy were done without difficulty. 

On gross examination by the pathologists a 2.5 cm. 
rent was found in the middle of the tube through 
which protruded a 4.5 cm. mass of hemorrhagic 
tissue. Microscopic sections confirmed the presence 
of chorionic villi adjacent to tubal epithelium. 

The patient’s postoperative course was uncompli- 
cated and she was discharged from the hospital on 
the sixth postoperative day. 

Discussion: A patient presenting the classical signs 
and symptoms of ectopic pregnancy, namely, of 
amenorrhea, severe abdominal pain of sudden onset, 
vaginal bleeding, and varying degrees of peripheral 
circulatory collapse offers no diagnostic problem. 
Conversely, the patient with intermittent abdominal 
pain and irregular vaginal bleeding associated with 
a leaking or old ruptured tubal pregnancy, taxes the 
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diagnostic acumen of the most experienced physi- 
cian. 

Undoubtedly the most important diagnostic facility 
available is that any physician seeing a female during 
her reproductive years, presenting with a complaint 
of irregular vaginal bleeding with or without ab- 
dominal pain, must consider ectopic pregnancy high 
on the list in a differential diagnosis. 

Laboratory and ancillary diagnostic procedures 
have definite limitations as an aid in reaching a con- 
clusive diagnosis. 

Biological tests for pregnancy are of little value 
since the circulating gonadotrophin level may not be 
sufficient to produce a positive test. Too, the pre- 
sumptive diagnosis of pregnancy made by such test is 
obviously of little value since the site of pregnancy 
is not determined, and may be intrauterine, or, in 
rare instances, concomitant intrauterine and ectopic. 

Endometrial biopsy and dilatation and curettage 
are of practically no value since one is always hesitant 
to enter the endometrial cavity in a woman suspected 
of being pregnant. Of even greater significance is 
that studies of endometrial tissue, obtained from pa- 
tients with proven ectopic gestations, could not be 
differentiated from the endometrium of a normal 
menstrual cycle in 75 per cent of the cases. The pass- 
age of a decidual cast has been of value in the past 
but now certain drugs (Enovid) are known to pro- 
duce such casts in the absence of pregnancy. 

Culdescopic examination using the scope devised 


by Decker has definite limitations and is often im- 
practical on the basis that the technical difficulties 
involved require a certain proficiency in its use. 

Paracentesis of the culdesac with an 18 gauge 
spinal needle has proven of value in confirming the 
presence of associated hemoperitoneum in suspected 
cases before laporotomy. This may seem superfluous 
but many women are subjected to laporotomy only on 
a suspected diagnosis; and the absence of blood in 
the culdesac, while obviously not ruling out ruptured 
ectopic, makes such a diagnosis unlikely. 

Pelvic examination in the acute case is of value in 
detecting marked and _ exquisite tenderness on 
manipulation of the cervix. Fullness and crepitation 
produced by blood in the culdesac are of value when 
found. In the old ruptures, the mass is not diagnostic 
unless crepitation of old blood can be detected. 

Summary: A case of ruptured tubal pregnancy of 
three weeks duration is presented. 

The most valuable diagnostic facility available is 
a high index of suspicion on the part of the physician 
in seeing any woman in her reproductive age with ab- 
normal vaginal bleeding with or without abdominal 
pain. 

Various laboratory and other diagnostic procedures 
have definite limitations as an adjunct in diagnosis. 

Ruptured ectopic pregnancy continues to contribute 
significantly to the percentage of maternal deaths 
throughout the country, and many of such deaths are 
preventable. 





“One more among the many consequences of the 
present military situation impinges on American 
medicine. We are adding veterans at the rate of 
30,000 to 46,000 a month—veterans returning to 
civilian life after a fairly impressive experience of 
medical care given at government expence. They then 
join for the rest of their lives the ranks of those 
eligible for care by the Veterans Administration. With 
some 22,000,000 of the electorate now eligible 
for Veterans Administration medical care, and not 
without ways to express themselves politically about 
it, I see in this situation a powerful force pushing for 
wider and more explicit acceptance of medical care 
maintained by taxation rather than as a boon given 
to the poor in the name of charity or purchased by 
the rich or even prudently assured through prepay- 
ment on the voluntary insurance basis.” 

Challenges to Contemporary Medicine. Alan Gregg. 


“I want to point out that in the light of what medi- 
cine has done and can do for us, our reluctance to 
pay more—much more—for medical care and pro- 
tection is simply fantastic. My point, in briefest form, 


*s that the table of life that traditionally has rested 
on the tripod of food, clothing, and shelter can now 
rest more securely and more reasonably on four legs 
—food, clothing, shelter and medical care. The last 
and newest leg cannot sensibly be much shorter or 
weaker than the others. Keeping well and alive has 
become, without our realizing it, part of one’s living 
expenses. We shall solve nothing by insisting that if 
we must spend $2.00 a day or more on food we can- 
not afford 28 cents a day for medical care. We shall 
get to no pleasant destination by improvidence or by 
regarding medical protection as an avoidable 
luxury. .... 

“In essence, my theme is this: the layman does 
not realize that modern medicine could bring him 
immense advantages if only he would consider health 
in a sensible perspeciive relative to the other expenses 
of keeping alive. A practical way lies open now to 
take advantage of what Great Medicine could do for 
us. Voluntary prepayment is the path, and each one 
of us could be a pathfinder and a contributor to a 
great new development.” 

Challenges to Contemporary Medicine. Alan Gregg. 
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PRESIDENT’S PAGE 


Every physician should strive to be the best doctor possible by continually improving his 
medical knowledge and skill. He should make available to his patients and colleagues the bene- 
fits of his professional attainments. 


As doctors, it is our responsibility to continue professional education throughout our lives, 
assume active roles in medical organization affairs, live by the highest ethical standards of the 
medical profession, and help educate the public as to the socio-economic as well as the scien- 
tific side of medicine. 


Medical progress proceeds at a fantastically rapid rate and every doctor must find time 
to constantly inform himself on scientific advances in his field. National, state, district and 
county medical society meetings, hospital staff conferences, medical periodicals, postgraduate 
and home study courses offer ample opportunity for continuation of professional education. 
One or more of these methods is within easy reach of every physician in the United States of 
America. Doctors should spotlight the truth about medical education and bring home the fact 
that physicians help train more and more doctors so that today our medical schools are gradu- 
ating more physicians than ever before. 


Professional jealousy and internal wrangling have no place in a profession where ethical 
considerations are foremost. Critical comments about a fellow practitioner should be beneath 
the dignity of every physician resulting in the ubiquitousness of harmony in our ranks. Keep- 
ing this in mind at all times, we can point out the advantages of prepayment insurance plans 
to our patients and also the inherent dangers in a governmental system of medical care which 
will inevitably lower our present standards. 


Each year your state association is endeavoring to improve and present a scientific pro- 
gram that will attract the attention of every physician in the State. I would like to take this 
opportunity to congratulate Lesesne Smith and his program committee for the interesting and 
instructive type of scientific papers presented at our annual meeting in Myrtle Beach last 
month. 


R. L. Crawford, M. D. 
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SOUTHERN POSTGRADUATE 
SEMINAR 


An expanded version of the former Southern 
Pediatric Seminar will open its session on 
July 7 and run through July 26. This long 
established and highly regarded institution 
dates back many years in its true service to 
the profession. Devised and nurtured by Dr. 
Lesesne Smith, father of our immediate past 
president, and carried on by the latter with 
the assistance of many professional friends, it 
has provided excellent postgraduate instruc- 
tion to many physicians, particularly to the 
general practitioner in the southern area of the 
country. 

This unusual institution represents a labor of 
love on the part of its founder and of the many 
professional people, both in the professorial 
and the practicing class, who have given their 
services and expenses over many years in the 
past. Its presentations are informal and inter- 
esting. It is an excellent objective for anyone 
seeking combination of summer instruction 
and relaxation. 


THE ANNUAL MEETING 
1958 

The Annual Meeting of the Association, 
held at Myrtle Beach on May 13, 14, and 15, 
was a very satisfactory occasion, Attendance 
was good and everybody seemed to have an 
enjoyable time. 

Business was dispatched neatly by the 
president, Dr. Lesesne Smith, and Dr. R. L. 
Crawford took office at the end of the meeting. 
The only matter of business which was con- 
troversial was that concerning establishment 
of a liaison committee between the Association 
and the Medical College, and this was de- 
cided rather positively in the negative. 

Entertainment both official and individual 
seemed to be adequate for all. 

Those in charge of the arrangements of 
various kinds are to be commended highly. 

The Association named Dr. William Weston, 
Jr. of Columbia as its president-elect to take 
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Editorials 





office next year. 

The Wednesday’s 
session of the annual convention, saw Dr. 
Henry C. Robertson, Jr. of Charleston named 
vice president and these officers re-elected: 
Dr. Robert Wilson of Charleston, secretary, 
and Dr. J. Howard Stokes of Florence, treas- 
urer. 


of 


feature 


elections, 


The incoming president is Dr. R. L. Craw- 
ford of Lancaster, who succeeds Dr. D. L. 
Smith of Spartanburg. 

The other officers named: 

Dr. George D. Johnson of Spartanburg, 
delegate to the American Medical Association, 
Dr. Charles N. Wyatt of Greenville, alternate 
delegate. 

Dr. A. F. Burnside of Columbia, Dr, John 
M. Brewer of Kershaw, and Dr. J. H. Gressette 
of Orangeburg, all were re-elected to three- 
year terms as members of the council. 

Dr. Weston Cook of Columbia, Dr. Roderick 
Macdonald of Rock Hill and Dr. W. R. Tuten, 
Jr. of Allendale, all re-elected to three-year 
terms as members of the medical committee. 

The following men were nominated for 
posts which will be appointed by the Gover 
nor: 

Dr. J. Howard Stokes of Florence, to the 
executive committee of the State Board of 
Health to fill the unexpired term of Dr. W. R. 
Mead of Florence who resigned. 

Dr. George R. Wilkinson of Greenville and 
Dr. W. R. Tuten of Fairfax, to succeed them- 
selves on the State Board of Medical Ex- 
aminers. 

Dr. R. E. Madden of Columbia, to succeed 
himself on the State Board of Examination 
and Registration of Nurses. 

Dr. Pierre La Borde of Columbia, to succeed 
himself on the Hospital Advisory Council of 
the State Board of Health. 

The convention ended Thursday night 
following the annual banquet when Maj. Gen. 
Leonard D. Heaton, United States Medical 
Corps spoke. He is the commanding general 
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of the Walter Reed Medical Center, Washing- 
ton. 
Next year’s meeting will be held in Colum- 


bia. 





DR. WILLIAM WESTON, JR. 
PRESIDENT-ELECT 








Alexander M. Sloan, M. D. announces the opening 
of his office for the practice of urology at 111-A Rut- 
ledge Avenue, Charleston. 


MEDICAL COLLEGE GETS HEART RESEARCH 
GRANT 

Dr. Edwin Boyle, Jr., Medical College of South 
Carolina, is the recipient of a grant from the Amer- 
ican Heart Association. 

He is to conduct research in South Carolina on dis- 
eases of the heart and blood vessels, it was announced 
by Dr. George R. Wilkinson, president of the South 
Carolina Heart Association. 

This award was among 183 totaling $1,433,147, 
given to scientists throughout the country under the 
national research support program of the American 
Heart Association and its affiliates. Of the Heart Fund 
contributions provided by the South Carolina Heart 
Association to support the national program aimed at 
combating the cardio-vascular diseases, more than 50 
per cent is allocated to research. 


Dr. J. J. Cleckley, of the department of Neuro- 
psychiatry, Medical College of S. C., was recently 
elected president of the South Carolina Branch, 
American Psychiatric Association. 

Other new officers are president-elect, Dr. Joe E. 
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Freed, S. C. State Hospital, Columbia; and secretary- 
treasurer, Dr. Joseph H. Marshall, Medical College of 
S. C., Charleston. 

Dr. William S. Hall, superintendent of the S. C. 
State Hospital, is retiring president, and Dr. Joe E. 
Freed is retiring secretary-treasurer. 


New officers were elected following a meeting de- 
voted to psychiatric subjects and matters to be con- 
sidered at the annual convention of the American 
Psychiatric Association in San Francisco in May. Dr. 
Freed is the delegate to the 1959 session of the APA 
in Philadelphia. 


Two South Carolinians and the president of the 
University of Virginia will be recipients of the honor- 
ary Doctor of Laws degrees at commencement exer- 
cises of the University of South Carolina May 30, 
according to Dr. Robert L. Sumwalt, acting president 
of the University. 

To receive honorary degrees are Charles Westfield 
Coker of Hartsville, executive vice president of Sonoco 
Products Co. and a 1929 graduate of the University; 
Dr. Austin Talley Moore of Columbia, nationally 
known orthopedic surgeon; and President Colgate 
Whitehead Darden, Jr., of the University of Virginia, 
who will deliver the commencement address. 

DR. MOORE 

Dr. Moore .was graduated from Wofford College 
with the A. B. in 1920, where he was elected to Phi 
Beta Kappa, and from the Medical College of South 
Carolina with the M. D. in 1924. He did _ post- 
graduate work at orthopedic surgery at the University 
of Pennsylvania from 1925 to 1927. After serving as 
intern and resident at hospitals in Charleston, Colum- 
bia, and Philadelphia, he entered private practice as 
an orthopedic surgeon in Columbia in July, 1927. He 
established the Moore Clinic in 1939. He is the 
originator of methods of treatment of hip fracture 
and of spinal discogenetic syndrome. 


The American Psychiatric Association has an- 
nounced a $100,000 grant from the Smith Kline & 
French Foundation to continue the Foundation’s 
Fellowships in Psychiatry through 1960. 

These fellowships were established in 1955 with a 
three-year, $90,000 grant from the SKF Foundation, 
which is principally supported by contributions from 
Smith Kline & French Laboratories, Philadelphia 
pharmaceutical firm. The program is administered by 
a committee appointed by the American Psychiatric 
Association. 

In announcing the new grant, the A. P. A. said that 
more than 150 physicians and medical students already 
have benefitted from SKF Foundation Fellowship 
awards. The programs have ranged from a study of 
suicide rates to extension training programs in psy- 
chotherapy and psychosomatic medicine. 

For example, almost one-third of the original $90,- 
000 grant was used to enable staff psychiatrists from 
state hospitals to take advanced training at some of 
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the nation’s leading psychiatric training centers. 


S. C. VOCATIONAL GROUP APPOINTS 
MEDICAL BOARD 

A statewide Medical Advisory Committee of the 
South Carolina Agency of Vocational Rehabilitation 
was named yesterday. 

J. C. Horne of Denmark, chairman of the agency, 
listed the following committee members: 

Dr. George Adickes, Rock Hill, internal medicine; 
Dr. A. T. Moore, Columbia, orthopedist; Dr. Luther 
Martin, Charleston, neurologist; Dr. J. K. Webb, 
Greenville, general surgeon; Dr. Joe Freed, Columbia, 
psychiatrist; Dr. L. P. Thackston, Orangeburg, urolo- 
gist; Dr. R. E. Edmondson, Anderson, anesthetist; and 
Dr. G. S. T. Peeples, state health officer. 


S. C. SURGICAL GROUP ELECTS 
DR. LIPPERT 

Dr. Karl Borgan Lippert of Columbia was elected 
president of the South Carolina Surgical Society at 
the 10th annual meeting of society held in Columbia. 

Doctor Lippert succeeds Dr. Angus Hinson of Rock 
Hill. 

Other new officers include Dr. 
Florence, vice president; and Dr. William Brocking- 
ton of Greenwood, re-elected secretary-treasurer. 


Henry Rigdon of 


Dr. R. Randolph Bradham was elected to member- 
ship in the society. 

Guest speaker at the convention was Dr. William 
G. Hamm of Atlanta, 
plastic surgery at Emory University medical school. 


3a., associate professor of 


Operative clinics were held at the various hospitals 
in Columbia Saturday morning by the Columbia 
members of the society for visiting members. 

Surgical papers were presented by several Columbia 
doctors during the Saturday morning session. 


Dr. Richard W. Thomas opened an office in the 
Saluda Gardens Shopping Center, 1207 Sunset Boul- 
evard, in April. 

Dr. Thomas is entering the practice of general 
medicine in West Columbia after just completing his 
internship at Columbia Hospital. He was graduated 
from the Medical College of South Carolina in April, 
1957. 

Prior to that time he had graduated in Pharmacy 
at the University of South Carolina and was em- 
ployed as a pharmacist at Gasque’s Drug Store and 
at the Dutch Fork Drug Store while at the Univer- 
sity. During the summers he was employed at Nye 
Drug Store in Myrtle Beach. 

Dr. Thomas served in the U. S. Army from 1945 
to 1948 as a Pharmacist and was again called into 
service in 1950 and 1951 as an ambulance driver in 
the medical corps. 


Dr. Francis X. MacAuley, for the last four years 





chief of laboratories at the U. S. Naval Hospital in 
Charleston, has recently begun the practice of path- 
ology at the Orangeburg Regional Hospital. 

The arrival of Dr. MacAuley in Orangeburg is a 
great step forward for medicine in this area as the 
community has never had a practitioner in his branch 
of medicine before. 


CIVIL DEFENSE 

Medical civil defense in time of disaster was the 
subject of discussion at a meeting in Columbia. 

The meeting was sponsored by the South Carolina 
Medical Association’s committee on civil defense, Dr. 
Charles N. Wyatt of Greenville, chairman. Repre- 
sentatives of the leading agencies in the state pro- 
viding facilities relating to disaster relief attended. 
Lester M. Petrie, 
deputy director of Georgia Civil Defense Health Ser- 
vice. Dr. William J. 
officer for federal civil defense, and Dr. Joseph A. 


Among the speakers were Dr. 
McAnally, regional medical 


Hertell of Atlanta, area medical officer of the Ameri- 
can Red Cross. Also on the program will be Green- 
wood County Senator Alec H. Woodle, who sponsored 
a civil defense reorganization bill in the last session 
of the state legislature. 


Dr. William S. Lyles, Winnsboro surgeon attended 
an important meeting near Atlanta, Ga. American 
policy in the Far East was discussed by 75 Southern 
leaders at a four-day conference, April 10-13. The 
conference was sponsored by Emory University, in 
cooperation with the Eisenhower-founded American 
Assembly of Columbia University. 


DR. SHERIFF WINS HONOR 


Dr. Hilla Sheriff, Director of the Maternal and 
Child Health Division, has brought another honor 
home. She was chosen President-Elect of the Asso- 
ciation of State Maternal and Child Health and 
Crippled Children Directors at its Biennial Meeting 
held in Washington, D. C., on March 26 and 27. The 
purpose of the meeting was to exchange ideas and to 
learn specific programs and studies. 


UNIVERSITY OF SOUTH CAROLINA 
18T CONFERENCE ON 
COMMUNITY PROBLEMS RELATED 
TO ALCOHOL 


JUNE 25-27, 1958 
RUSSELL HOUSE 
COLUMBIA, &. C. 
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South Carolina Blue Cross and Blue Shield both 
operated in the black in 1957. The significance of that 
is not as good as it seems at first glance. Such en- 
couraging 
enthusiastic 


results were possible because of the 
Dread 
Endorsement received and the favorable experience 
which the Plans have had with it. There is still some 
evidence of unusual and unnecessary over-utilization, 


reception which the Disease 


and the unfavorable experience with some groups has 
caused an increase in rates for those groups. 
x2 x 

An interesting experience with Blue Cross utiliza- 
tion has recently been reported by the American Hos- 
pital Association. Statistical study revealed a 19 per 
cent difference in annual hospital admission rates for 
two groups in greater New York. Both had Blue Cross 
coverage, but different medical care insurance. The 
Hospital Insurance Plan of Greater New York gave 
comprehensive medical care in the hospital, in the 
home, and in the office. Blue Shield gave surgical and 
maternity care in the hospital only and one-third of 
the Blue Shield members had medical coverage for 
in-hospital care. The average duration of hospital 
stay per admission in the two groups was essentially 
the same. The number of admissions per 1,000 mem- 
bers was higher in the Blue Shield group than in 
aS A 

xx xX 

There is a paradoxical situation in our coverage of 
tonsillectomies and some other more or less minor 
surgical procedures. Blue Shield pays the same allow- 
ance for tonsillectomies done in the doctor’s office and 
for those done in the hospital. The doctor absorbs a 
considerable expense when he operates in his office. 
This expense would be hospital expense if the opera- 
tion were done in the hospital. Many surgeons pay the 
anesthetist’s fee when they operate in the office under 
general anesthesia. The anesthetist’s charge is added 
to the patient’s bill, and the surgeon attempts to col- 
lect it. Blue Shield pays no fee for anesthesia ad- 
ministered to other than in-hospital cases. Non-group 
surgical and maternity Blue Shield contract pays no 
anesthetic fees. Many surgeons who remove tonsils 
in their offices hesitate to call a colleague in to give 
an anesthetic when the collection of a fee is in doubt. 
Furthermore, to do so without the surgeon guarantee- 
ing payment of the fee would be contrary to a well 
established custom in some areas. 

Many surgeons would prefer to operate in their 
offices. However, to do so would deprive the patient 
of his Blue Cross benefits and would force the surgeon 
to charge a greater fee than the Blue Shield fee 
allowance. Otherwise he would receive much less 


BLUE CROSS... 


. BLUE SHIELD 


effective remuneration, because of hospital-like ex- 
penses absorbed by him. 

Two and possibly three unfortunate results have 
come from this situation. Many otolaryngologists are 
refusing to operate on patients who insist on going to 
the hospital. Many patients are going to the hospital 
for relatively minor surgery because of eligibility for 
Blue Cross hospital benefits. This causes an increased 
and expensive utilization. Some otolaryngologists have 
refused to sign participating physician’s agreements 
because of their unwillingness to accept the Blue 
Shield allowance for tonsillectomy done in their offices, 
because of increased expense, or for operation done in 
the hospital, because of difficulty in posting cases at 
an hour convenient to them. 

This is an important matter and one that the 
Central Professional Service Committee should study. 
My suggestion is that anesthesia benefits be allowed 
for any surgical procedure, covered by Blue Shield, 
and that Blue Cross extend the coverage now allowed 
for surgery done in the out-patient department of the 
hospital to covered surgical procedures done in the 
doctor's office. I believe that this will be more equit- 
able than the present practice; that it will lower hos- 
pital utilization by Blue Cross members; that it will 
seem fairer to both the patient and the surgeon; and 
that there will be little if any increase in insurance 
claims expense. My suggestions are recommended for 
study by management. If you think well of them, 
write the home office, directing your letter to Mr. 
Starin. 

x x x 

The medical care of the aged is a pressing one and 
one which must be solved. Although many and per- 
haps most old people are medically indigent, it is not 
fair to think of them as charity cases when they get 
sick. Too often their children are unable or unwilling 
to provide the medical care which they need. 

The medical plight of this segment of the popula- 
tion makes a seemingly logical demand upon the in- 
surance principle for solution. The Forand Bill, which 
would seek to tie in medical care of the aged with the 
Social Security System, is not a solution which would 
be acceptable to the American people nor to the 
medical profession. It is not an application of the in- 
surance principle; it is not voluntary; it is not a 
contractual benefit; it is governmental medicine. 

Some reasons why the aged are not good health in- 
surance risks were recently mentioned. Trauma as a 
cause of death and incapacity in persons past 65 is 
surpassed by cancer and cardiac and vascular acci- 
dents only. Elderly people account for 40 per cent of 
all those incapacitated by injury and disease for three 
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months or more. Even when elective surgical pro- 
cedures are contemplated, there must be exercised 
most detailed and judicious pre-operative care. 

No doubt reliable actuarial data can be developed 
so that the insurance principle may be applied to the 
medical care of these elderly citizens. However, at the 
moment, it appears that to insure them would require 
application of the paid-up principle by retirement 
time. This in turn would require longterm and con- 
sistent planning on the part of the individual, wide- 
spread distribution of risks, the accumulation and wise 
investment of large reserves. When all of these re- 
quirements are brought into the picture, is it any 
wonder that many thoughtful people think that com- 
pulsion is a necessary factor, and that that in turn 
would have to be universal in application, and finally 
that only the government has the power to provide 
the requirements. So what? 


J. Decherd Guess, M. D. 


BLUE CROSS — BLUE SHIELD 


Robert E. Tomlin has been named manager of 
physicians relations, William Sandow, Jr., executive 
director of Blue Shield, announced recently. He 
assumed his new duties April 1, 1958. 

His appointment to the newly created position 
marks the significant growth of Blue Shield member- 
ship in South Carolina and reflects recognition of the 
ever-increasing complexities of providing health care 
on a voluntary, prepaid basis. He will function in a 
liaison capacity between participating physicians and 
the Blue Shield Plan. 

Bob’s job has many important phases. His re- 
sponsibility includes the broad duties of interpreting 
Blue Shield benefits and policies, working individually 
with physicians’ secretaries and office personnel, as 
well as assisting in the planning and conducting of 
Blue Shield—Medical personnel seminars from time 
to time. 

Prior to his new appointment, Bob achieved an out- 
standing record as a Blue Cross-Blue Shield sales 
representative since becoming associated with the 
plans in the Columbia district nearly three years ago. 

Bob attended the University of Miami and the 
University of South Carolina. 

Married to the former Miss Carol Garrison of 
Rock Hill, they have one child, Lora, and reside at 
27 Fisher's Mill Road, Columbia. 

Bob plans to eventually visit each participating 
physician’s office. However, should you wish to see 
him earlier, just drop him a note. He will be happy 
to meet with you. 

Thomas E. Jeffcoat was recently appointed manager 
of hospital relations for the South Carolina Hospital 
Service Plan. He was selected for this position on the 
basis of his educational background and excellent 
record as a Blue Cross - Blue Shield enrollment repre- 
sentative. 

Tom is a man-on-the-go. Although he has served 
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his new capacity for only about three months, he has 
already traveled more than 8,000 miles and visited 
over forty hospitals one or more times. Basically, 
Tom’s job is a “listening post” and “transmitter” for 
Blue Cross and hospitals alike. 

In addition, Tom is available for answering ques- 
tions regarding Blue Cross benefits, claims, hospital 
reimbursement formulae, and cost statements. He also 
works closely with hospital personnel who handle the 
mechanics of Blue Cross claims and procedures. 

Tom graduated from the school of business ad- 
ministration of the University of South Carolina with 
a BS degree in accounting. Prior to attending the 
university, Tom had three years experience as a navy 
hospital corpsman. 

He is married to the former Miss Barbara Bowers 
of Ft. Lauderdale, Florida. They have two children 
and reside at 1724 Inglewood Drive, Columbia, S. C. 

Although Tom has already had the opportunity of 
meeting a large number of administrators and others 
in the field of hospital administration, he is looking 
forward to visiting each Member Hospital approxi- 
mately every three months. However, Tom stands 
ready to visit any hospital with a minimum amount 
of notice. 





ANNOUNCEMENTS 





THE SOUTHERN POSTGRADUATE SEMI- 
NAR (formerly the Southern Pediatric Seminar) will 
be held in Saluda, North Carolina in July. Beginning 
on July 7, it will include in its first week a discussion 
of pediatrics and internal medicine; in its second 
week a pediatric program; and in its third session, 
ending July 26 to complete the three-week term, a 
consideration of obstetrics and gynecology. Credit in 
category 1 (35 hours a week) is given by the Amer- 
ican Academy of General Practice. Enrollment may be 
for one week or more. 

The Seminar affords excellent opportunity for in- 
struction and recreation. Accommodations may be had 
in Saluda or nearby. Expenses are $35.00 a week for 
registration, and are tax deductible. 

For details write to Mr. M. A. Owens, Secretary- 
Treasurer, Saluda, N. C. 


A revised list of films available through the A. M. A. 
motion picture library has been prepared and copies 
are available upon request from Motion Pictures and 
Medical Television of the American Medical Associa- 
tion. This catalog lists 87 medical films suitable for 
showing to medical societies, hospital staff meetings 
and other scientific groups. This catalog also includes 
57 health films of interest to physicians who may be 
called upon to speak before lay audiences such as 
service organizations, Parent-Teachers’ Associations, 
etc. 











The following letter has been received. 

Announcement and Invitation 
The American Medical Association, through its 
Council on National Defense, is sponsoring its SIXTH 
ANNUAL NATIONAL MEDICAL CIVIL DE- 
FENSE CONFERENCE on Saturday, June 21, at 
the Sheraton-Palace in San Francisco. 

This is to extend you an invitation to attend this 
year’s conference. There is no registration fee or other 
charges except the luncheon which will be $4.00 per 
plate. Luncheon tickets may be obtained during the 
registration period Saturday morning, June 21. How- 
ever, I urgently request that you complete and return 
the advance registration card which is enclosed. This 
will be most helpful to me in making the necessary 
arrangements for the conference and the luncheon. 

In addition to a copy of the program, I am en- 
closing an informational release which explains two 
additional medical civil defense programs to be pre- 
sented in San Francisco on June 19-20. We would 
appreciate your assistance so that these meetings and 
test exercise are widely publicized and if you could 
arrange to have the information published in such 
publications as are available through your office it 
would be extremely helpful. 

There is a definite need for increased medical civil 
defense preparedness and programs of this type should 
be encouraged and attended. I sincerely hope you can 
attend and will assist us in publicizing the programs. 
Most sincerely, 

Frank W. Barton 
Secretary, Council on National Defense 


Seventh Annual 

SYMPOSIUM 
for 

GENERAL PRACTITIONERS 
on 
Tuberculosis and Other Chronic Pulmonary Diseases 
JULY 7 through 11, 1958 
SARANAC LAKE 
New York 


MEDICAL LECTURE TOUR TO ASIA 

The Asia-Pacific Academy of Ophthalmology is 
sponsoring a good will tour to countries of the Orient 
following the International Congress of Ophthalmology 
in Brussels in September, 1958. The purpose of this 
tour, which is to last approximately one month, is to 
hold joint meetings with ophthalmologists in Pakistan, 
India, Thailand, the Philippines, and Hong Kong. It 
is expected that this good will tour will create much 
interest among physicians in the countries to be 
visited and contribute greatly to American-Asiatic 
medical rapprochement. 

Those desiring to participate in the postgraduate 
lectures and seminars on medical subjects pertinent to 
ophthalmology should contact 





William John Holmes, M. D., Liaison Secretary, 
Suite 280, Alexander Young Building, 
Honolulu 13, Hawaii. 
Inquiries regarding travel arrangements should be 
sent to 
Compass Travel Bureau, 
55 W. 42nd Street, 
New York 36, New York. 





PERSONALITIES 





DR. CHAMBERS IS MAN OF 2 CAREERS 

Few men have one mediocre career, much less two 
good ones. 

But if Dr. G. W. Chambers of Anderson were a 
bragging man he could boast of two distinct workaday 
lives, one beginning at the age of 20 and the other at 
47. 

At 83, Dr. Chambers is in the coasting years of the 
career he loves best, doctoring. He still maintains a 
limited practice at the cluttered Benson Street office 
where he lives and has daily office hours. 

Few of his friends or patients are aware that he 
had a successful career as school teacher and principal 
before going back to four years of medical school at 
the age of 43. 

He always had intended to be a doctor, and actually 
set out on a pre-medical education before one of the 
early “depressions” made him turn to a teaching de- 
gree in 1895 so he could teach and earn enough money 
to go on to medical school in 1918, some 23 years 
after he had graduated from Peabody College with a 
license to teach in the entire South. 

He was at the University of Michigan School of 
Medicine only one year when he was called on to 
teach anatomy to younger students because he was at 
the top of his class. His record was so good he was 
not required to take final examinations, either. 

“And I would like to point out that I worked every 
step of the way, often seven days a week during the 
four years at med school,” Dr. Chambers says. 

From there on, when he came back to Anderson 
to set up his practice, Dr. Chambers had little time 
for outside activities, but he still managed to maintain 
a stout interest in civic affairs, church work and music. 

Dr. Chambers has had some good and bad times as 
a doctor “but I wouldn’t trade either for any other 
career.” 

The Indiana native — he was born March 28, 1875 
in a small Indiana town and moved with his preacher 
father and family to North Carolina later — had his 
finest day early in his medical career. 

He walked into Anderson Hospital on another case 
one day and a mother frantically called attention to a 
child who was turning blue and had lost consciousness 
from lack of air. She told him the child had swal- 
lowed a metal bottle cap. 

Dr. Chambers says he reached into the child’s 
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throat and extracted the cap with hemostats. The 
child quickly regained his normal color and conscious- 
ness. 

“The mother didn’t offer to pay or even thank me,” 
he says, “but it was the most satisfying moment of 
my career when that child breathed again.” 

Dr. Chambers had his ugly days too. He was once 
on the go and busy for 72 hours straight without 
sleep. 

“I checked into the Plaza Hotel, told them to give 
me a room way in the back and not to disturb me for 
any reason,” Dr. Chambers recalls. “I slept straight 
through for 18 hours.” 

In the 1918-22 influenza outbreaks, Dr. Chambers, 
like his colleagues, often had up to 100 patients 
seriously ill at one time. Somehow he scraped through 
without coming down himself. 

Possibly his busiest period came a number of years 
later, however. In 1930 Dr. Chambers delivered four 
babies in five hours at widely dispersed points in 
Anderson. All of them were delivered at homes. Few 
if any of his patients had babies in hospitals in that 
day. 

Dr. Chambers somehow escaped the “horse and 
buggy” days of medicine. He recalls that his first 







g corticoid-salicylate 
compound 
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rounds were made in a Hupmobile with righthand 
drive. 

He still drives a 1928 Hupmobile, which friends 
graciously allow him to park in a small lot just off 
E. Market St. It has almost 1,000,000 miles on it, 
according to Dr. Chambers, and has survived numer- 
ous fender scrapings and other wrecks. 

“I don’t drive it much, in fact haven’t had it out 
in about three months now,” Dr. Chambers remarks. 
“If anybody wants my services I make them come to 
me.” 

In past days a few people called on Dr. Chambers 
for his services and he has the uncollectable bills to 
prove it. In two huge ledgers in his small office over 
Benson Street stores overlooking the Square, Dr. 
Chambers can count more than $100,000 in “bad 
debts,” not counting all the actual charity work he 
did when he knew the patients were unable to pay. 

He has delivered more than 700 babies in the past 
35 years, treated thousands of patients and spent 
thousands of hours in the medical service. 

His mind is nimble and clear, which attests to the 
worth of his own ability. Some time ago he sufered a 
stroke which left him paralyzed in one arm and one 
side of his face. 








DR. SYMMES HONORED 

Dr. T. H. Symmes of St. Matthews was honored 
last November at the meeting of the Edisto Medical 
Society. He has been a practicing physician for 50 
years, having received his diploma from medical col- 
lege in 1907. 

Dr. Symmes was born at St. George on December 
29, 1886. He graduated from medical college before 
he was 21 and served his internship at Roper Hospital 
in Charleston as chief of staff. 

The new doctor started private practice with two 
horses and a buggy at Fort Motte in 1908. In 1910 
he moved to St. Matthews. Dr. Symmes was the first 
doctor in Calhoun County to use an automobile and 
also drove the first car over the old State Road from 
Charleston to St. Matthews. 

During World War I, after a training period at Ft. 
Oglethorpe, Ga., he served as a medical officer with 
the first tank corps organized in the U. S. Army. The 
commanding officer of the outfit was Dwight D. 
Eisenhower who held the rank of captain at that time. 

After leaving the armed forces Dr. Symmes returned 
to his office in St. Matthews as a general practitioner. 

At the end of World War II he restricted his prac- 
tice to office work so that now he has more time for 
his grandchildren and his hobbies, golf and his 
camellia garden. 

Dr. Symmes was presented a gift at the meeting. 








DEATHS 








DR. C. B. WOODS 


Dr. Clarendon Barron Woods, physician of Walter- 
boro, S. C. died April 23, 1958 at the Naval Hospital, 
Charleston, S. C. after a very brief illness. 

He was born at Red Bank in Lexington County, 
S. C. on August 4, 1901. 

Dr. Woods graduated from New Brookland High 
School. He entered the School of Pharmacy of the 
Medical College of the State of South Carolina in 
September 1921 and graduated in June 1923 with a 
Ph. G. degree. He entered the University of South 
Carolina in the fall of 1923 for his pre-medical work 
and took in addition enough subjects in pharmacy so 
that he was graduated in June 1925 with the degree 
of Pharmaceutical Chemist. He entered the school of 
medicine of the Medical College of the State of South 
Carolina in September 1925 and received his M. D. 
from that institution in June 1929. He interned dur- 
ing his senior year at St. Francis Xavier Infirmary. 
After graduation he was for 2 years an assistant in 
the clinical laboratory of the Medical College. He 
resigned this position to serve an interneship at 
Rocky Mount, N. C. in order to be eligible to take 
the examination of the Medical Corp. of the U. S. 
Army. He successfully passed the examination and 
became a first Lieutenant in the Medical Corps. He 
served actively in the army for 17 years and during 


World War II was commandant of the 185th General 
Hospital at Taunton, England. He was discharged 
for disability in 1946, and by this time had the rank 
of full Colonel. The next two years he served as 
County Health Officer of Colleton County. He then 
took a course of one year in Preventive Medicine at 
the University of North Carolina. 

After completing this course he returned to Walter- 
boro and entered the private practice of medicine, in 
which he continued until his death. 

Dr. Woods was a 32nd degree Mason, a member 
of Theta Kappa Psi medical fraternity and at the time 
of his death was Chief of Staff of the Colleton County 
Hospital. 


DR. W. B. McWHORTER 

Dr. William B. McWhorter, a resident of 207 Cal- 
houn St., and a well known eye, ear, nose and throat 
specialist, died in Anderson Memorial Hospital. He 
had been ill for the past several months. 

Dr. McWhorter was born in Georgia, but spent most 
of his adult life in Anderson. He was an honor gradu- 
ate of the University of Georgia class of 1909, and an 
honor graduate of the Emory University School of 
Medicine in 1915. 

He was in the U. S. Marine Hospital service from 
1915 to 1917, did post graduate work at Cornell 
University and New York Post Graduate School, 1917 
to 1919. 

He located in Anderson for the practice of his pro- 
fession in February of 1919, and later did post gradu- 
ate work in London, Paris and Vienna for about six 
months in 1925. 

Dr. McWhorter was a devoted member of St. 
John’s Methodist Church of Anderson and also of the 
local Elks Club. He was a member of the Anderson 
County Medical Society, the South Carolina Medical 
Association, the Southern Medical Association, a fel- 
low of the American College of Surgeons, and a fel- 
low of the American Medical Association. 


DR. J. B. LATIMER 


Dr. Latimer of Anderson died recently. He was 
born in 1891 and graduated from the Medical College 
of South Carolina in 1917. 

The Anderson papers said of him: 

“Referring to Dr. J. B. Latimer as a ‘family doctor’ 
of the old school by no means infers that he didn’t 
keep abreast of and practice in his own specialist 
fields. 

“Yet his was a general practice and many Anderson 
families — from grandfather to youngest grandchild 
— knew Dr. Latimer as ‘our doctor’ and appreciated 
and had faith in his outstanding ability, skill and 
knowledge. 

“Perhaps most important of all to his patients was 
the abiding warmth and understanding of the man. 
Well-read, alert to the changing times, and possessed 
of unique sense of wit and humor, he seldom failed 
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the clinical results are positive when 


NILEVAR iio positive nitrogen balance 


The anabolic effects of Nilevar are quickly manifest both to the patient 
and to the attending physician. 





When loss of nitrogen delays postsurgical recovery or stalls 
convalescence after acute illness and in severe burns and trauma, 
Nilevar has been found to effect these responses: 


e Appetite improves e The patient feels better 
e Weight increases e The patient recovers faster 


Similarly Nilevar helps correct the “protein catabolic state” associated 
with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa 
and other chronic wasting diseases. 


Nilevar is unique among anabolic steroids in that 
androgenic side action is minimal or absent in appropriate dosage. 


Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. and 
ampuls (1 cc.) of 25 mg. The dosage of both forms is from 10 to 50 mg. daily. 
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to exude the elixir of good cheer no matter what his 
own burdens of heart and body might be. 


“His departure from this world’s shores this week 
leaves hundreds of his patients and other friends 
keenly feeling the loss. Dr. Latimer will be long 
remembered as one who, in the highest and best 
meaning of the term, was a credit to his profession. 

“This community would be lesser in health, well- 
being, and happiness if there had been no Dr. Latimer, 
and that fact shall stand as an enduring edifice to his 
memory.” 


DR. SYLVIA ALLEN 

Dr. Sylvia Allen, psychiatrist and native of Charles- 
ton, died April 15 after a long illness. 

Dr. Allen was born in Charleston Jan. 7, 1892, a 
daughter of James B. Allen and Mrs. Mary M. Bailey 
Allen. She attended the schools of Charleston and was 
graduated from Goucher College, Baltimore. 

In the 1920s she received her M. D. degree from 
the College of Physicians and Surgeons in New York 
and interned in that city. 

She practiced in Charleston for several years, going 
to Winthrop College as resident physician in 1931. 
She moved to Charlotte two and a half years later and 
began a general practice there. 

Dr. Allen studied psychiatry at Johns Hopkins in 
Baltimore in the mid-1930s. After completing her psy- 
chiatric studies, she taught at the Menninger Clinic 
in Topeka, Kan. She continued to lecture there until 
she became ill. 

She moved to Kansas City in 1941 and specialized 
in psychoanalysis. She also taught at the medical 
school of the University of Kansas and lectured at 
medical centers throughout the country. 





BOOK REVIEWS 





HOSPITAL ACCREDITATION REFERENCES. 


American Hospital Association, Chicago. 1957. 








This is a compilation and organization of the many 
various matters bearing on hospital accreditation by 
the Joint Commission on Accreditation of Hospitals. 
It should be interesting and useful for all who are 
concerned with the workings of hospitals. It sets forth 
clearly the conditions which must be considered in 
improving hospital affairs for the achievement of 
accreditation. 


J.LW. 


EXPERIMENTAL PSYCHOPATHOLOGY. Edited 
by Paul H. Hoch, M. D. and Joseph Zubin, Ph. D. 
Grune and Stratton, New York—1957. Price $6.50. 

This book contains the proceedings of the 45th 
Annual Meeting of the American Psychopathological 
Association. Organized in 1912 with Adolph Meyer 
as its first president, this association has been headed 
by men who have made significant contributions to 
American Psychiatry. Its present membership, listed in 
the appendix, is short in number but long in ac- 
complishment. The papers in this volume are intended 
to give a broad view of current psychiatric research. 
The view is broad indeed, covering as the preface 
states “the entire gamut from animal to man”. We 
find such titles as “Generalization and Extinction of 
Experimentally Induced Fear in Cats”, “Experi- 
mentally Induced Depersonalization”, “Perception of 
Parents and Social Attitudes”, “Studies in Human 
Ecology”, “The Problem of Schizophrenia in the 
Light of Experimental Psychiatry”. While no project 
here reported probably represents in itself a significant 
milestone in psychiatric progress, as a whole the 
papers are interesting and bear witness to the in- 
tensive and multifarious research that is now going on 
in the field of psychiatry. But this research is im- 
pressive only when we consider the dearth of such in 
the past. The work done is small and the support 
given it meager when we consider the size of the 
problem—as illustrated for instance by the fact that 
one out of every four hospital beds is presently 
occupied by a schizophrenic. 


Joseph H. Marshall, M. D. 
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WAVERLEY SANITARIUM, INC. 


(FOUNDED IN 1914 BY DR. AND MRS. J. W. BABCOCK) 


HOSPITAL CARE AND TREATMENT OF NERVOUS AND MENTAL DISORDERS 
ADMISSIONS LIMITED TO WHITE WOMEN 
SPECIALIZING IN SHOCK THERAPY 
INCLUDES OUT-PATIENT DEPARTMENT FOR BOTH SEXES 


Dr. CHAPMAN J. MILLING, MEDICAL DIRECTOR 
Dr. JAMES B. GALLOWAY. SENIOR ASSISTANT PHYSICIAN 
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